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Abstract 
Nurses are a patient’s initial point of contact upon presentation to hospital, giving emergency 
room (ER) nurses the earliest opportunity to provide their care and act as an entry point to mental 
health services. A negative experience in hospital based upon patient interaction with health care 
professionals is said to cause an increase in the risk of future non-compliance, non-cooperation, 
self-stigma, and shame. Several sources emphasize that individuals who receive mental health 
services do not always speak highly of health professionals. The reasons for this phenomenon 
appear to be due to a variety of factors; however, the current literature primarily identifies patient 
reports of feeling punished, patronized, and humiliated. Nurses—the largest group of providers 
in health care—have the ability to challenge this. 
This study explored the perceptions and experiences of ER nurses in Alberta, Canada in 
providing services to individuals with mental health challenges and utilized interpretive 
description methodology. This qualitative research study interviewed eleven ER nurses in an 
attempt to increase the understanding of how nurses could inform future direct patient care by 
better understanding their experiences and perceptions in treating individuals with mental health 
challenges. The findings, along with the implications for nursing education, have the potential to 
contribute to the direct patient care that can be informed by the research. The participants 
indicated that they chose to participate in the study so that their experiences could be heard by 
the greater nursing community. The recommendations put forward by the findings and 
implications of this research would provide sought-after help that nurses are begging for, which 
will provide great benefit and support to the system’s ER nurses, as well as inform direct patient 
care for how to best move forward and provide a healthier, restored, and all-encompassing 
patient-centred care model. 
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Chapter One: Introduction 
People with mental illness commonly report feeling devalued, dismissed, and 
dehumanized by many of the health care professionals they have come in contact within 
emergency rooms and other critical care settings (Knaak et al., 2017). This may reduce their 
trust, cooperation, and treatment adherence; increase their social isolation, shame, worthlessness 
and self-stigma; impede development of therapeutic relationships; and ultimately compromise 
recovery (Bos et al., 2013; Knaak et al., 2017). Up to 60% of people with a mental health 
problem or illness will not seek help for fear of being labeled (Mental Health Commission of 
Canada [MHCC], 2018). These effects ironically reinforce negative attitudes on the part of some 
health care professionals, resulting in a vicious cycle, whereby stigma is then enhanced and 
proliferated (Hardcastle & Hardcastle, 2003).  
While health care providers themselves may encounter hostility and/or disrespect from 
individuals with mental illness, it is important to acknowledge their role in both facilitating and 
misunderstanding the problem. The reasons are complex and may stem from a variety of external 
factors. Link and Phelan (2001) identified components of stigmatization, which include being 
distinguished by human difference, dominant cultural beliefs, separation of human 
characteristics, and social, economic, and political powers that allow for identification 
differences. From human characteristics to cultural differences, these factors frequently result in 
labeling individuals with mental illness with “othering” or a “them versus us” dynamic (p. 307).  
Researchers have acknowledged that stigma is a barrier (Fitzpatrick, 2012) and is 
personal (Corrigan et al., 2011), and mental illness-related stigma has been identified as a major 
barrier to access treatment and recovery (Knaak et al., 2017). Psychiatric treatment is identified 
as the most prominent source of stigma (Cechnicki et al., 2011). Some researchers have even 
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questioned the appropriateness of the emergency department in providing a suitable environment 
for people who have mental health issues, along with the confidence and competence of general 
registered nurses to provide mental health care (Marynowski-Traczyk et al., 2013). However, to 
date, there has been minimal research exploring experiences, perceptions, and other factors 
among emergency department staff that may or may not impact on stigma and treatment (Plant & 
White, 2013). 
Therefore, the purpose of this qualitative research project was to explore registered 
nurses’, working within an emergency room environment, perceptions and experiences of 
providing services to individuals with mental health challenges, and how these findings could 
inform direct patient care. Interpretive description methodology was used (Thorne, 2016), and 
data was collected through semi-structured interviews.  
Research Question, Significance, and Need for the Study  
The overarching research question for this project was: What are the perceptions and 
experiences of emergency room (ER) nurses providing services to individuals with mental health 
challenges that could inform direct patient care in the future? Guiding questions that informed 
the research question were:  
1. How do ER nurses engage with a person living with a mental health challenge who 
comes into the ER seeking help? 
2. What are ER nurses’ beliefs about persons living with mental health issues? 
3. What do ER nurses consider best care practices in treating individuals with mental 
health challenges? 
4. What factors positively or negatively impact ER nurses care abilities? 
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Addressing these questions may be an important step in discovering what factors influence 
nurses’ perceptions of patients with mental health challenges, what experiences have led to these 
perceptions, and how these factors can inform direct patient care.  
 The researcher believes that the need for this study is blaring. From the researchers 
experience in working directly in the field of psychiatry and mental health for over a decade, the 
vast range in perceptions that other departments, specifically the ER, have with regard to treating 
individuals with mental health challenges is clear. The findings of the study will ideally expose 
the objectivity of the participants experiences as they relate to their perceptions, and with this, 
will help add to the understanding of how to better move forward in a world where mental health 
continues to be on the rise.   
Thesis Overview 
In outlining this project in detail, the researcher first reviewed the relevant literature on 
the topic, which will describe the focused literature review that was conducted in order to 
ascertain gaps in the literature pertaining to the need for research. Based on this contextual 
information, chapter three will outline the research methodology which is interpretive description 
(Thorne, 2016), in addition to the philosophical underpinnings and research methods. The 
research methods will include the procedural steps of interpretive description, participant 
selection and research questions, data generation and analysis, role of the researcher, and ethical 
considerations. Chapter four will then discuss the data analysis portion of the research, where a 
discussion of the participants, the themes and subthemes associated with the data, and the 
emergent findings of the research will be described in detail. Lastly, chapter five will outline a 
thorough discussion of the findings, a discussion of the themes, the strengths and limitations, the 
implications of the research, and end with a conclusion.  
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Chapter Two: Literature Review 
A targeted literature review pertaining to the research topic was conducted prior to 
preparing the research proposal. Literature related to nurses’ perceptions and experiences of 
individuals with mental health challenges, as well as the known perceptions of stigma towards 
the population, was explored. Search terms used in a variety of combinations, included mental 
illness stigma, health care stigma, health care, awareness, social distance, emergency room, 
emergency department, perceptions, nurses’ experiences, and schizophrenia, mental illness, 
mental challenge, mental disorder, discrimination, experience, psychiatry, stigma, psychiatric 
nurses,  nurses and psychiatric nurse liaison. The main searched terms were mental illness, 
emergency room, and nurses. The databases included Credo Reference, Science Direct Journal, 
PsychINFO, PubMed, CHINAL, and ESCO Host. Advanced search strategies were utilized for 
health care AND stigma, mental illness/mental health challenge AND attitude, and nurses AND 
experiences. The researcher reviewed research in the English language and did not search grey 
literature. In reviewing the literature, it appeared as though the United Kingdom, Australia and 
western Canada have specific roles and training for mental health nurses; therefore, a bulk of the 
literature came from United Kingdom, Australia, and Canada.  
An abstract review was conducted on articles within these search results in order to 
gather most relevant articles. Reviews of reference lists from retrieved articles that linked 
suggestions for additional material were also explored and utilized. A hand search for relevant 
information was conducted as well. Various terminology for mental health was found, including 
mental illness, disorder, diagnosis, problem and challenge. In order to maintain consistency 
among terms, the research will employ the use of “mental health challenges,” which accurately 
engulfs the above terms for the remainder of the work. 
5 
The review of the literature begins with outlining mental health challenges, followed by 
diagnostic characteristics and common reasons for hospital presentation. Further, the experiences 
individuals with mental health challenges have had will be discussed, including treatment from 
health care providers and more specifically nurses, and then experiences that nurses have had in 
treating the population in general health care settings and more specifically in Emergency 
Departments (ED). 
Mental Health Challenges 
The Center for Addiction and Mental Health (CAMH, 2021) stated that mental illness 
directly affects 20% of Canadians, or one in five. The burden of mental disorders continues to 
grow with significant impacts on health and major social, human rights, and economic 
consequences in all countries of the world (WHO, 2019). Sheehan and Miller (2016) reported 
that by 2020, mental disorders will surpass all physical diseases as a major cause of disability in 
the United States. Furthermore, the CAMH (2021) outlined statistics pertaining to the causes and 
commonalities of mental health. The statistics revealed that by age 40, about 50% of the 
population will have or have had a mental illness (CAMH, 2021). Currently, more than 6.7 
million people in Canada are living with a mental health problem or illness; to compare, 2.2 
million people in Canada have Type 2 diabetes. Mental illness is currently the leading cause of 
disability in Canada (CAMH, 2021).  
The evolution of behavioural health care has been affected by scientific advances and 
social factors. The nature of mental illness requires varying levels of support and intervention at 
different times of the disorder (Austin & Boyd, 2008). The view that persons with mental 
disorders were genetically inferior, incapable of reason, or were likely to contaminate the 
nation’s “stock” is no longer a modern-day conception of mental illness (Hinshaw, 2007, p. 77). 
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However, approaches to treatment for mental illnesses continue to focus primarily on the 
behavioural disturbances that the illnesses can produce. Today, although the health care system 
has progressed in how it views and behaves towards individuals with mental illness, we have not 
eradicated the negative ideas associated with it.  
The consequences for this phenomenon are severe. Although each year almost 30% of the 
population worldwide has some form of mental illness, as least two thirds of those will receive 
no treatment (Thornicroft, 2008). Two factors contribute toward this degree of neglect: (a) the 
reluctance of many people to seek help for mental illness related problems because of their 
anticipation of stigma in the event that they are diagnosed, and (b) the reluctance of many people 
who do have a diagnosis of mental illness to advocate for better mental health care for fear of 
shame and rejection if they disclose their condition (Kohn et al., 2004). The situation of 
individuals with mental health challenges requires our urgent attention, as inaccurate, ill-
informed, and negative attitudes continue to fuel the myth that mental illness is lifelong, 
hopeless, and deserving of revulsion (Chaimowitz, 2012; Pescosolido et al., 2010).  
Diagnostic Characteristics 
The Diagnostic Manual of Mental Disorders: Fifth Edition [DSM-5] of the American 
Psychiatric Association (APA, 2013) catalogues a number of constellations of experiences that 
are considered “mental disorders” or “mental health challenges,” including relatively minor 
conditions such as specific phobias (fears of snakes or spiders) and short-lived mood 
disturbances called adjustment disorders. When seeking to characterize the severity of disorders, 
there are several diagnostic criteria related to each psychotic symptom or mental health challenge 
(APA, 2013). However, the level of severity or intensity of the symptoms that are experienced 
are unique to each individual experiencing them. Psychotic symptoms include experiences such 
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as delusions, hallucinations, and disorganized or illogical thinking, and where there is a 
functional disruption in their perception of reality, where a drug-induced psychosis may have 
resulted from the use of illicit substances as well. Moreover, these symptoms can occur in a 
number of disorders but are most often associated with schizophrenia and bipolar 1 disorder 
(APA, 2013).  
Severe mental illness has been linked to drug addiction, prostitution, and criminality 
(Corrigan & Watson, 2002; Dols, 1987; Ng, 1996). Harris et al. (2016) stated that psychiatric 
emergencies include suicidal ideation, extreme panic, overwhelming life situation/and or 
symptoms of illness, as well as injury and illness that results from mental illness, demonstrating 
the necessity for emergency departments to be able to assist in these situations. It is important to 
recognize the encompassing nature of mental health challenges.  
For the purpose of my research, any mental health challenges discussed with research 
participants will encompass any symptomology related to a disorder outlined in the DSM-5 
(APA, 2013).  
Common Reasons for Individuals with Mental Health Challenges to Present to the 
Emergency Room. Emergency Rooms (ER) are designated to rapidly assess and evaluate a 
patient’s illness or injury and stabilize their condition prior to transfer to an inpatient hospital bed 
or discharge (Hwang & Morrison, 2007; Kilcoyne & Dowling, 2008). However, ERs are 
arguably among the busiest departments of any tertiary hospital, as it is geared for the 
management of medical and surgical emergencies with staff involved in triage, planning, 
administering care, and discharge (Innes et al., 2014). The current culture of the ER is not 
conducive to supporting individuals with behavioural health needs, where the factors including 
this go as far as ER providers not treating presenting issues that “cannot be easily seen on scans 
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or tests”, or where health needs are viewed as “other needs” or “not my job” (Laderman et al., 
2018, p. 15). Put simply, the result of these factors is that the quality of care, the patient, and the 
patient’s family ultimately suffers (Laderman et al., 2018).  
Individuals seeking mental health care may comprise between five percent and ten 
percent of all presentations to Canadian emergency departments (Kirby & Keon, 2004); 
however, it is documented that they typically do not fit into the treatment norm of the ER and, 
thus, tend to disrupt the flow (Clarke et al., 2007). There is, unfortunately, an inherent 
incongruity between the needs of an individual or family experiencing a psychiatric emergency 
and the treatment norms in EDs (Hughes & Clarke, 2002). In fact, EDs often do not have optimal 
resources to ensure patient follow-up, adherence to treatment, and integrated case management 
for psychiatric patients (Singh et al., 2019). Psychiatric emergencies include suicidal ideation, 
extreme panic, overwhelm with life situation and/or symptoms of illness, as well as injury and 
illness that result from mental illness (Harris et al., 2016). The wide variety of presentations on 
any one day can range from acute episodes of anxiety or depression, financial or housing 
problems, drug/substance induced psychotic symptoms, to floridly psychotic and aggressive 
behaviour where an individual has been brought in by police. Further, those who have attempted 
suicide and may initially require medical or surgical intervention will require mental health or 
psychiatric evaluation as well (Brown & Clarke, 2014).  
The primary reasons for such ER visits vary between regions, states, countries, and health 
systems. Laderman et al. (2018) outlined national statistics from an innovation report, which 
indicate that the top five diagnoses for patients who present to ER with a mental health or 
substance abuse concern are: alcohol-related disorders, mood disorders, anxiety disorders, 
schizophrenia and other psychotic disorders, and other substance-related disorders. There is also 
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literature pertaining to clients presenting to ER for physical/medical concerns, and these being 
overlooked on account of their mental health history. Bolton (2012) reported an example of this 
would be a well-managed client with mental illness receiving inadequate assessment and 
investigations for their initial complaint, resulting in a delaying of diagnosis and treatment 
because of their psychiatric history. In addition, Pope (2011) explained that individuals with 
mental illness in health care’s medical needs are often overlooked entirely. The reality is that an 
estimated three-quarters of those with psychiatric diagnoses will receive care in general-practice 
settings (Stuart et al., 2012), designating the emergency department as the initial point of their 
contact for their concerns. 
The Canadian Triage and Acuity Scale. Research examining the care of persons 
presenting to emergency departments with mental health challenges has shown that the triage 
stage has often been cited as the most problematic aspect of the encounter (Clarke et al., 2015). 
The Canadian Triage and Acuity Scale (CTAS) has a relevant set of order modifiers that have 
been developed to assist in the assignment of an appropriate triage level (Canadian Association 
of Emergency Physicians [CAEP], 2013). The CTAS categorizes mental health complaints in 
presentation into depression/suicidal/deliberate self-harm; anxiety/situational crisis; 
hallucinations/delusions; insomnia; violent/homicidal behavior; social problem; bizarre behavior; 
and concern for patient’s welfare (CAEP, 2013). The categories in which a high triage score is 
given (1 – Resuscitation; 2 – Emergent; 3 – Urgent; 4 – Less Urgent; and 5 – Non-Urgent) fall 
into violent/homicidal behaviour, bizarre behaviour, and concern for the patient’s welfare; 
however, a triage scale of 2 is given in all categories for various assessment reasons listed in the 
CTAS (p. 17). 
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In the CTAS, CAEP (2013) has outlined potential triage pitfalls where they describe 
scenarios where their behaviours and presentation may appear to be a mental health concern, 
where in actuality, they require acute medical attention: for example, not considering new onset 
bizarre behaviours as an acute medical problem such as acute delirium. In the CTAS, CAEP has 
very broadly outlined some pitfalls for nurses assigning a triage scale to an individual with 
mental health challenges as “not recognizing the possibility that a mental health presentation can 
be as acute or dangerous as a medical or surgical one” and “letting negative feelings about a 
patient influence the acuity score assigned” (p. 60), which emphasizes the existing attitudes of 
nurses towards those living with mental health challenges and how these can potentially affect an 
individual’s level of care (p. 60). 
Prevailing Attitudes Towards Those Living with Mental Health Challenges 
People with mental illnesses are not only devalued, but also widely feared in society 
(Arboleda-Flórez, 2003). Arboleda-Flórez (2003) identified several examples of the most 
prevalent misconceptions about mental illness. These are that individuals with mental illness are 
dangerous and violent, have low IQ or are developmentally handicapped, cannot hold a job or 
have anything to contribute to society, lack willpower, are weak and lazy, are difficult to 
communicate with, or are to be blamed for their condition (Arboleda-Flórez, 2003). The 
consequences of these views for individuals with mental illness are severe, and the harm may be 
lasting (Corrigan et al., 2011). Smith et al. (2017) reported that persons experiencing serious 
mental illness reported receiving health care services at alarmingly lower rates and receive 
poorer quality do service, where providers negative attitudes may be one contributing factor, as 
they have been found to affect providers clinical intentions. Bos et al. (2013) expressed that 
stigma can manifest as aversion to interaction, avoidance, social rejection, discounting, 
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discrediting, dehumanization, and depersonalization of others. Fitzpatrick (2012) reminded us 
that all illnesses bring suffering and change in the lives of those with the illness as well as in the 
lives of the persons close to them. The suffering that is associated with mental illness is not 
easily alleviated when commonly held stigmatizing beliefs are that mental illness is self-inflicted 
and incurable (Bolton, 2012).  
Stigmatization of mental illness is by no means a recent creation, and much of written 
history has examples of the broad-based prejudice and discrimination where people with mental 
illness have been branded (Corrigan et al., 2011). There was, in fact, a time when stigma was 
considered to be the most debilitating aspect of mental illness (National Institute of Mental 
Health, 1996). Examples of the prejudice and discrimination where the public has “branded” 
people labeled with mental illness are plentiful (Corrigan et al., 2011). In the classical era, 
mental illness was thought to represent a “displeasure of the Gods” (p. 5). Furthermore, the 
middle ages were considered to be “the most heinous history in mental illness,” as people with 
mental illness were viewed as products of the devil, with symptoms being outward 
manifestations of their wickedness (p. 6).  
Today mental illness remains surrounded by stigma that can discourage people from 
getting help. This leads to prejudice and discrimination and can even keep people from 
advancing in their careers (Fitzpatrick, 2012). There is said to be an implacable force of stigma 
leading to mental distress (Seeman et al., 2016), creating a cycle of stigma. Such feelings, at best 
of ambivalence and at worst of deliberate avoidance of treatment and care for fear of stigma, 
have been found throughout the world (Thornicroft et al., 2007). On a more fundamental level, 
EDs struggle to balance psychiatric patients’ needs with limited institutional resources, resulting 
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in a disparity between psychiatric need and emergency resources. This results in the contribution 
to both health care workers and their patient’s dissatisfaction.  
Treatment by Health Care Providers. The stigma and labels of psychiatric disorders 
are common and deeply rooted in society, and the public’s perception of psychiatric disorders is 
mostly derived from stereotypes and the media which can result in psychiatric patients to be 
discriminated and shunned (Chou & Tseng, 2020). Capponi (2003) exposed results of a pilot 
project, where a patient with mental illness revealed that “mental health patients are aware that 
getting past the gatekeeper is our first challenge” (p. 71). This patient further explained their 
experience, where  
This involves a great deal of sitting and waiting, looking whole and unhurt amid the 
carnage of broken bones and bleeding bullet holes, among stretchers of accident and heart 
attack victims. First though, we have to find a nurse to tell her—desperately hoping no 
one overhears—that we need to see a psychiatrist. This often meets with signs of 
exasperation, indifference, or wariness, with undertones of “can’t you see we have real 
suffering to deal with here?” (Capponi, 2003, p. 72)  
There is a significant amount of research on the experiences of service users at the hands of the 
health care providers. Stuart et al. (2012) emphasized that people with mental illness and their 
families report experiencing stigma in general medical settings, where they have been treated 
with “a lack of dignity, and sometimes with outright contempt” (p. 60). Corrigan (2004) stated 
with regards to the general health care system, people labeled mentally ill are less likely to 
benefit from the depth and breadth of available physical health care services than people without 
mental illness. Service users report that some family physicians/general practitioners are more 
stigmatizing than psychiatrists, in responding unsympathetically to people with mental disorders 
(Broadhead, 1994; Hodges et al., 2001; Schlosberg, 1993). Dabby et al. (2015) noted that general 
practitioners are less comfortable having a patient with schizophrenia than diabetes. Persons 
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experiencing serious mental illness report feeling marginalized by health care providers (Smith et 
al., 2017). It is also said that individuals with mental illnesses receive health care services at 
alarmingly lower rates, receive poorer quality of services, and experience higher mortality rates 
when compared to the population without serious mental illness (Smith et al., 2017).  
Stigma creates a barrier (Fitzpatrick, 2012). Many people with mental illness report that 
health personnel, providing both mental and physical health services, are an important source of 
stigma and discrimination in many countries worldwide (Thornicroft et al., 2016). Although the 
quality and effectiveness of mental health treatments and services have improved greatly over 
the past 50 years, many people who might benefit from these services choose not to obtain them 
or do not fully adhere to treatment regimens once they have begun (Corrigan, 2004). This may be 
because primary care physicians and primary care nurses who train under the medical model may 
be more inclined to focus on a person’s defects and dysfunctions rather than with anticipated 
outcomes of exposure to the recovery model (Smith et al., 2017). There is, unfortunately, little 
research on how service users wish to engage with service providers, and how these relationships 
can be established from a service user’s perspective (Newman et al., 2015). 
Treatment by Nurses. Within the literature, there were four themes reflecting negative 
interactions with nurses in general health care settings, including qualities that undermine 
relationships (Fokuo et al. 2017). First, nurses can have poor communication skills, which was 
described as becoming manifested into “being dismissive,” which in turn, comes off as “being 
rude” (p. 260). Second, relationships were described as being authoritarian or medically 
patronizing, seemingly reducing all medical experiences. Third, nurses’ rudeness can appear as 
being ill-tempered, especially when they seem to be under time pressures or constraints of their 
shift expectations. Fourth, mental health service users expressed that they believed that “nurses 
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guide towards goals that differ from that of the consumer” (p. 260) and that mental health 
patients felt that nurses being “symptom and medication-focused stifled their personal growth” 
(p. 260). 
An educational reason for the reported negative experiences from nurses was explained, 
where general nurses are not adequately prepared in their training to cope with clients with 
mental illness (Brinn, 2000). The Opening Minds initiative (MHCC, 2019) is identified as the 
largest systematic effort in Canadian history focused on reducing the stigma related to mental 
illness. In attempts to tackle stigma on multiple fronts, Opening Minds had completed an anti-
stigma study from 2009-2019 within four main target groups: One of these target groups is 
health care providers (MHCC, 2019). Broadbent et al. (2002) highlighted the lack of confidence 
in providing care to clients with mental illnesses and that emphasized that nurses were “poorly 
prepared to care for clients with mental health problems” (p. 159). The Registered Psychiatric 
Nurse (RPN) is responsible for assessing, planning, implementing, and evaluating patient care. 
They provide evidence-informed, person-centered and recovery-oriented nursing care to patients 
and their care providers (Alberta Health Services, 2021).With regard to incorporating psychiatric 
nurses into the ER settings, literature stated that direct clinical assessments of psychiatric patients 
assisted the emergency room nurse (Hughes & Clarke, 2002). These authors also documented 
that the ER nurse felt reassured that the patient was safe while they attended to other patient 
needs (Hughes & Clarke, 2002). Corrigan et al. (2011) stated that the stigma of mental illness is 
not limited to how we currently see and experience the people around us, but that it affects our 
recollections of persons in the future. The impact of stigma can bias our memory, so that people 
with mental illnesses are recalled in a negative light prior to any actual contact (Corrigan et al., 
15 
2011, p. 28). The single biggest factor in individuals dropping out of psychiatric treatment, is the 
dissatisfaction with the care received in the past (Tehrani et al., 1996).  
Staff in the ER are the gatekeepers to compassionate, respectful and competent health 
care, which is not limited to individuals with mental illness. Within health care settings, stigma 
can manifest as a violation to fundamental human rights, including the right to health. The 
WHO’s (2018) stance on violation of human rights in health clearly states:  
Mental ill-health often leads to a denial of dignity and autonomy, including forced 
treatment or institutionalization, and disregard of individual legal capacity to make 
decisions. Paradoxically, mental health is still given inadequate attention in public health, 
in spite of the high levels of violence, poverty and social exclusion that contribute to 
worse mental and physical health outcomes for people with mental health disorders. 
(para. 3) 
There is rich literature on the nature of mental health-related stigma and the processes by 
which it severely affects the lifestyles of people with mental health problems (Gronholm et al., 
2017). Dabby et al. (2015) noted that people with mental illnesses undoubtedly suffer the effects 
of discrimination in health care settings. Pope (2011) articulated that those with mental illness 
experience disparities in health care, and their medical needs are often overlooked. In fact, to 
date, the medical burden of psychiatric disorders continues to increase and has caused a major 
impact on health, society, human rights, and economy in the world (Chou & Tseng, 2020, WHO, 
2021). 
Treatment by Nurses Specifically in the ER. Chou & Tseng (2020) stated that 
emergency department nurses generally have negative perceptions and biases toward psychiatric 
patients and this mindset affects the evaluation and management of such patients. Barriers to the 
quality of emergency care for persons with psychiatric problems included staff attitudes, 
resource availability, and appropriateness of interventions and skills (McArthur & Montgomery, 
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2004). The parts of the general health system that seems to be the most despised by many people 
with mental illness are the emergency room departments (Thornicroft et al., 2007). There are few 
studies of the experiences of ER visits by persons with mental illness, but those studies that do 
exist suggest that individuals in emotional distress perceive a number of ER characteristics to 
have a negative impact on their wellbeing (Harris et al., 2016). A survey inquiring about patient 
and family experiences on “Compassionate Care in the Emergency Department” had over 1,000 
participants and showed that two out of five participants rated their experience as “bad” or “very 
bad” regardless of factors like race, household salary, and education level, and that only 22% of 
people reported positive experiences (National Alliance on Mental Illness [NAMI], 2015, para. 
9). 
A profound representation of family and patient experiences in ER was discovered by a 
national representative survey by NAMI (2015). Seventy-eight percent of patients with a 
negative ER experience reported that the staff did not treat them with respect; 72% reported the 
staff did not communicate effectively or listen to their concerns; 71%t reported that the staff 
made them feel ashamed because of their mental illness; 68% reported that they were injected or 
restrained without consent when agitated, and 60% reported that they waited over 10 hours to be 
seen by a mental health professional (NAMI, 2015). Hughes and Clarke (2002) explain that: 
[Emergency Departments (ED’s) are] fast-paced and highly technological, focusing on 
quick assessment, treatment and disposition, where patients presenting with the vague 
symptoms characteristic of some psychiatric difficulties and who may require a more 
prolonged assessment, disrupt the flow and lead to frustration and feelings of inadequacy 
among ED staff. (p. 24) 
Poor quality of care can, in turn, act as a substantial barrier to help-seeking from people 
with mental illness and their families. People with mental disorders are at risk of not seeking 
treatment, delaying it, or terminating it prematurely for fear of being labelled, discrimination, or 
17 
because of experiences where they felt disrespected (Thornicroft et al., 2016). This may be 
because, as Cechnicki et al. (2011) emphasized, it is often easier to “bear the burden of the 
illness, than to burden the experiences triggered by its course,” referring to the stigma that is 
anticipated and/or experienced (p. 643). Many people are said to actively seek to avoid stigma 
altogether by keeping away from places where they are tagged as mentally ill (Corrigan et al., 
2011). Differential treatment from nurses towards patients with mental illnesses may lead to the 
individual’s avoidance of treatment altogether. We tend to stigmatize what we do not understand 
(Bolton, 2012), where this then serves to distance us from the stigmatized group.  
Common Perceptions Among Nurses Treating Individuals with Mental Health Challenges 
Historically, EDs were intended to respond to medical traumas and critical cases. 
However, differing perceptions around what constitutes the critical and legitimate need for 
emergency services persists today (Allen & Currier, 1999; Kellerman, 1991). The lack of 
confidence in providing care to clients with mental illness is well documented in the literature 
(Broadbent et al., 2002). Clarke et al. (2014) explained that individuals with mental illness will 
continue to present at the general health settings for a variety of reasons despite the often-
proposed solution of creating a separate ER for mental health crises (Clarke et al., 2010; Wand, 
2004). A good understanding of how the attitudes of ER health professionals might impact on 
their clinical decision making is important in order to inform education and interventions, and to 
improve clinical practice in the ER (Clarke et al., 2014). Registered nurses want to provide 
effective care, but can experience a number of barriers to achieving this, including institutional 
policy and procedure, physical environment of ED, and lack of specific knowledge and skills 
around the care of these patients (Marynowski-Traczyk et al., 2013; Zun, 2012).  
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Negative attitudes can result in altered perceptions and, in turn, possibly poor experiences 
for both the health care providers and individuals with mental illness (Fitzpatrick, 2012). There 
is, as noted, long-standing clinical concern surrounding the management of people with mental 
illnesses in the emergency department of general hospitals (Morphet et al., 2012). A national 
report declared that health care professionals are said to perpetuate the stigma associated with 
mental illness (Standing Senate Committee on Social Affairs, Science and Technology 
[SSCSAST], 2006). Among those professionals, nurses play a key gatekeeping role, but may be 
unprepared for the management of individuals with mental illness.  
The “difficult patient” is a well-known figure in everyday mental health care, yet it is 
underrepresented in research reports as it pertains to nurses’ experiences (Koekkoek et al., 2006, 
p. 795). The authors described the adjective “difficult” as the lack of cooperation between patient 
and professional; although the patient seeks help and care, the patient does not readily accept 
what is offered. Countertransference is the emotional struggle that emerges while working with 
difficult patient, where it presents as an unconscious feeling that the nurse has towards the 
patient, either based on their behaviours or on the nurses’ professional and/or personal 
experiences (Koekkoek et al., 2006). This is said to have a significant impact on the relationship, 
rapport, and ultimate outcome of both the individual’s experience and the nurse’s perception. 
Despite their clinical training, providers hold comparable or possibly more negative attitudes 
(such as dangerousness, competence, likelihood of recovery, and social desirability) towards 
individuals with mental health challenges than those by the general public (Caldwell & Jorm, 
2001; Kingdon et al., 2004; Nordt et al., 2006; Schulze, 2007). A number of studies have 
highlighted issues around the relationship between service users and service providers, where the 
overarching theme was the importance of the relationship between the two as a basis for 
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interaction and support (Newman et al., 2015). Nurses appreciated the reduced workload of 
triage nurse who previously had to care for psychiatric patients awaiting assessment or 
admission. They also expressed their lack of expertise in psychiatric assessment and intervention, 
and said that they appreciated being able to focus on their own areas of expertise, knowing that 
patients with psychiatric concerns were being well cared for (Hughes & Clarke, 2002).  
Reports indicate that nurses have admitted to a lack of knowledge and even fear towards 
persons with mental illnesses (Brinn, 2000; Van der Kluit & Grossens, 2011). Nurses who care 
for patients with mental illnesses admit to a lack of clinical expertise, confidence in their 
assessments, and limited resources (Clarke et al., 2006; Vinall & Plant, 2015). This may lead to 
uninformed beliefs. Pescosolido et al. (2010) explained an effort that was made by clinicians, 
advocates and policy makers to present mental illness as a medical disease in attempts to 
overcome stigma. With this effort, some practitioners admitted that they regard people with 
serious mental illness as being “disruptive to their practice” (Lawrence &  Kisely, 2010, p. 62) 
and attributing abnormal behaviour as an individual characteristic rather than a symptom of their 
illness (Pescosolido et al., 2010). Practitioners have said that they have had “better” and “more 
constructive” things to do with their resources, such as looking after someone who is “really 
sick,” “more deserving,” or who has not “brought it on themselves” (Bailey, 1994; Happell, 
2005; Lethoba et al., 2006; Mavundla, 2000; Picard, 2008, SSCSAST, 2006; Thornicroft, 2007). 
Furthermore, Stuart et al. (2012) identified a “belief among nurses that dealing with the mental 
health components of care was ‘not their job’” (p. 61). Research has also shown that nurses may 
view the mental health patients as merely “blocking a bed” (Bailey, 1994; Happell, 2005; 
Lethoba et al., 2006; Mavundla, 2000; SSCSAST, 2006; Thornicroft et al., 2007; Picard, 2008) 
and that physicians may provide fewer physical exams and investigations, initiate less-
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preventative interventions, and undertake fewer therapeutic mediations to individuals with 
mental illness (Dabby et al., 2015).  
Many of these findings are echoed in a valuable study by Plant and White (2013), who 
explored, described, and interpreted the experiences of emergency room nurses caring for 
patients with mental illness. A typical respondent expressed that they did not receive formal 
training for treating patients with mental illness, and that it is unlikely nurses would seek out 
seminars or conferences to combat this. Another respondent described feelings of 
ineffectiveness, believing that patients with mental illness “abuse the system” and “need more 
time and attention than medical patients” (p. 244). They were described as “highly manipulative” 
and that a common attitude among emergency department nurses was frustration “due to the time 
away from our trauma patients” (p. 244).  
As early as nursing school, studies have shown that RN students do not feel comfortable, 
or proficient with psychiatric competencies (Martin & Chanda, 2016). Nurses self-identified that 
they lacked the skills to confidently and competently manage mental health client’s behavioural 
symptoms, and that they linked this knowledge gap to their fear of the patient (Bailey, 1994; 
Canadian Alliance on Mental Illness and Mental Health, 2007; Hardcastle & Hardcastle 2003; 
Lethoba et al., 2006; Mavundla, 2000; Reed & Fitzgerald, 2005; Ross & Goldner, 2009). Bolton 
(2012, p. 453) suggested that health care providers may contribute to the stigmatization of mental 
illness by being “unduly pessimistic about a patient’s prognosis” or by “holding views about 
‘less deserving’ patients;” however, there is a potential for future research to discover that health 
care providers are less likely to stigmatize the mental illness itself. An observation made by Reed 
and Fitzgerald (2005) explained that “mental health care may often be left till last, only carried 
out if there is still time, and only by those who feel able” (p. 254).  
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Nurses Experiences with Treating Individuals with Mental Health Challenges in the ED 
The EDs lack the capacity to support individuals with a range of behavioural health 
needs, leading to poor outcomes and experiences of care for individuals and their families, while 
also overburdening ER staff, negatively impacting the patient flow, and raising costs for health 
systems (Laderman et al., 2018). This was described as a “well-known problem for many health 
systems, which only continues to worsen” (p. 4). Said plainly, EDs are set up to deal with 
medical acuity, not mental health crises (Laderman et al., 2018). There have been studies done 
within the medical/surgical departments of hospitals that explore the beliefs, attitudes, and 
perceived barriers to utilizing the specialty of ER nurses; however, they neglect to explore the 
use of psychiatric nurses within acute care settings where psychiatric treatment is required 
(Herisko et al., 2013). 
The EDs are among the environments in which the stigma of mental illness is produced 
with predominantly bad effects (Stuart et al., 2012). Bolton (2012) identified common ways in 
which patients are stigmatized in the ER: The patient is deemed a low level of care, physical 
aspects of the patient’s care are neglected, and lack of respect is shown towards the patient. 
Adverse effects of stigma on patient care were recalled as occurring between weekly and 
monthly (Bolton, 2012). Specific examples include a patient being given a cold shower to 
terminate a dissociative state, or a patient with suicidal behaviours being left in their wet clothes 
after jumping into a river (Bolton, 2012).  
It is said that ER nurses have been found to be “among the most hostile” health care 
providers and were often reported to be “disrespectful and demeaning” towards individuals with 
mental illness (Stuart et al., 2012, pp. 60–61). Rather than being perceived as ill, patients are 
perceived as bad, resulting in nurses’ communications with them being “disparaging” and 
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“unempathetic” (Corrigan et al., 2011, pp. 60–61). Nurses have been described as neglecting the 
care of mental health patients by deliberately choosing to perform care primarily on non-
psychiatric patients (Dabby et al., 2015). This sort of stigma has been identified as a barrier to 
primary care, resulting in an unfortunate and vicious cycle (Hardcastle & Hardcastle, 2003) of 
revolving effects. Maintaining distance towards patients with mental illness is known to lower 
their self-esteem, which further leads to social withdrawal and reinforcement of the already 
existing isolation among this population. The detrimental consequences of stigmatizing 
behaviours in health care settings are said to have tragic results (Bolton, 2012).  
There was little literature available that outlined ER nurses’ roles and responsibilities as 
they pertain to mentally ill patients, such as crisis intervention, policies for prioritizing/triaging 
care, or procedures for recognizing positive/negative symptoms of mental illnesses. In fact, the 
discriminatory and stigmatizing views that are held by health professionals have been largely 
ignored in attitude research (Stuart et al., 2012). It is said that ER nurses often experience the 
predicament and limitations of psychiatric nursing when caring for psychiatric patients, including 
violent experiences and management, and communication with psychiatric patients Chou & 
Tseng, 2020). Stigma leads to discriminatory behaviours, and it undermines the quality of 
medical care received by people with mental illness (Fokuo et al., 2017). Such feelings, at best of 
ambivalence and at worst of deliberate avoidance of treatment and care for fear of stigma, have 
been found throughout the world (Thornicroft et al., 2007). Several articles discussed the use of 
psychiatric emergency nurses (PENs) or psychiatric liaison nurses (PLNs) within ER settings. 
These roles appear to be surveyed and rated as highly regarded amongst ER settings and ER 
staff, where Hughes and Clarke (2002) shared that an ER staff shared that nurses with expertise 
23 
in assessing and caring for psychiatric patients or for patients requiring types of psychosocial 
care are not only needed in EDs, but also highly desired by the ER staff (p. 24).  
The Role of Psychiatric Liaison Nurse (PLN) in ER Settings 
Numerous challenges were revealed in the literature about the inability for general 
hospital EDs to effectively facilitate psychiatric challenges and/or crises for patients and their 
families. Patients can be managed in an efficient and appropriate way, where one such option has 
been identified as introducing the role of the PLN in the ER who can liaise with ER staff and 
with all available psychiatric services to offer optimal treatment (Ryan et al., 1997). The 
mainstreaming of psychiatric services within the general health care system has created crucial 
changes to the way patients access acute mental health support services. The changes associated 
with the mainstreaming of these services were intended to reduce the stigma associated with 
psychiatric diagnosis and, therefore, continue to improve treatment outcomes for patients 
(Summers & Happell, 2002). Wand et al. (2020) outlined the findings of a study that was 
conducted to explore how the involvement of a Mental Health Liaison Nurse (MHLN), used 
interchangeably with the role title of the PLN, has impacted the experiences, perspectives and 
recommendations of patients, the ER and psychiatry staff. It was said that staff highlighted that 
the MHLN had made the ER more self-sufficient by facilitating ownership of mental health-
related presentations (Wand et al., 2020).  
Several settings across the globe have implemented the role of a mental health 
professional into ER settings, which has improved the mechanisms in which EDs flow and 
function, best practice initiatives so that mental health clients are best tended to, and also reduced 
the workload for front line ER staff by absorbing the mental health population into their own. 
Happell et al. (2002) stated that the primary aim of these positions was to provide the knowledge, 
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skills, and expertise of experienced psychiatric nurses as a support to ER nurses and staff when 
provided care to patients experiencing mental health challenges. ER settings have become an 
entry point into the health care system for many impaired and distressed individuals and their 
families, but they have also become a site for identifying many mental health problems and 
initiating appropriate interventions (Hughes & Clarke, 2002). 
Implications for Research 
The literature exposed the need for additional understanding of the perceptions and 
experiences of ER nurses in providing care to the individuals with mental health challenges and 
the ways in which this could inform direct patient care. There are limited qualitative studies on 
nurses’ perceptions and experiences in caring for and treating individuals with mental health 
challenges. This research will add to the knowledge of what aspects of ER nursing care creates 
openings or barriers to positive experiences in treatment of individuals with mental health 
challenges from the nurses’ perspective. As the literature indicated a dominance of negative 
perceptions and treatment practices, this study, using qualitative interpretive descriptive design 
(Thorne, 2016), will increase the understanding of how nurses could inform future direct patient 
care by understanding their perceptions and experiences of providing care to individuals with 
mental health challenges in an ER setting. With this, the research will also increase the 
understanding of how to best promote teaching for nurses in relation to their own confidence and 
skills in treating individuals with mental health challenges. It is said that proactive consultation 
and liaising within psychiatry is associated with reduced hospital length of stay, enhanced 
psychiatric service utilization, reduced time to psychiatric consultation, and improved provider 
and nurse satisfaction (Oldham et al, 2020). The role of the  PLN provides a link between 
general health and mental health services, offering a range of interventions, including assessment 
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and intervention planning, case consultation, advice, and education (Sharrock & Happell, 2001), 
where the research will also explore the advantages/disadvantages of these roles within the ER 




Chapter Three: Outlining Methods of Research 
The research methodology employed in this study followed the interpretive description 
method described by Sally Thorne (2016). In this chapter, the research methodology of 
interpretive description is described first, followed by the philosophical underpinnings, and the 
research methods. The research methods included the procedural steps of interpretive 
description, participant selection and research questions, data generation and analysis, role of the 
researcher, and ethical considerations. I conclude this chapter with a discussion of the 
dissemination of findings. 
Research Design 
Interpretive description (Thorne, 2016) is the methodology chosen to explore the 
perceptions and experiences of ER nurses in treating individuals with mental health challenges 
and the ways in which this can inform direct patient care. Thorne (2016) stated, “The entire point 
of questing for knowledge was to apply it to real human beings caught in complex and difficult 
human health problems” (p. 25). She also declared that so many aspects of the practice 
disciplines have observable patterns of human subjective experience and behaviour that cry out 
for better and more comprehensive understandings. We seek patterns and themes within 
subjective human experience, not so much to grasp the “essence” of that experience as to 
understand what we are likely to encounter in future clinical practice and to have some 
meaningful sensitivity around it (Thorne, 2016, p. 87). Interpretive description suggests that 
there is inherent value in careful and systematic analysis of a phenomenon and an equally 
pressing need for putting that analysis back into the context of the practice field, with all of its 
inherent social, political, and ideological complexities (Thorne, 2016). 
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Interpretive description also acknowledges a socially “constructed” element to human 
experience that cannot be meaningfully separated from its essential nature (Thorne, 2016, p. 82). 
This pertains directly to the different spheres influencing ER nurses’ experiences and perceptions 
in treating individuals with mental health challenges. Thorne (2016) further mentioned that 
interpretive description studies are conducted in as naturalistic a context as possible, capitalize 
on human commonalities as well as individual expressions, recognize that “reality involves 
multiple constructed realities that may be contradictory” Thorne (2016, p. 82), and acknowledge 
an inseparable interaction between the inquirer or researcher and the participant.  
Interpretive description is “an approach that requires integrity of purpose deriving from 
three sources: (a) an actual real-world question, (b) an understanding of what we do and don’t 
know on the basis of all available empirical evidence, and (c) an appreciation for the conceptual 
and contextual realm within which a target audience is positioned to receive the answer we 
generate” (Thorne, 2016, p. 40). Thorne (2016) further explained that this quest for knowledge is 
so that a quality of life can be improved in some manner. The goal of the research is to influence 
the quality of care received by individuals with mental health challenges in EDs. Thorne’s 
approach to interpretive description was, therefore, well-suited to studying the phenomena of 
concern to generate insights that can help shape future nursing practice.  
Philosophical Underpinnings 
The philosophical foundations of interpretive description lay within the themes of 
Rosemarie Parse’s (1992) theory of human becoming. The theory guides nurses to focus on 
quality of life from each person’s own perspective as the goal of nursing. The theory is a 
combination of biological, psychological, sociological, and spiritual factors, and states that a 
person is a unitary being in continuous interaction with his or her environment (Petiprin, 2016). 
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Polit and Beck (2012) reported that the aim of Parse’s research method is to undercover the 
meaning of universal health experiences by studying the description of people’s experiences 
(p. 497). 
In terms of nursing, the theory of human becoming explains that a person is more than 
the sum of their parts. Petiprin (2016) explained that the theory views the environment and the 
person as inseparable and holds that nursing is a human science and art that uses an abstract body 
of knowledge to help people. The theory allows nurses to create a stronger nurse-patient 
relationship because the nurse is not focused on “fixing” problems but views the patient as a 
whole person who is living experiences through his or her environment. Parse’s (1992) theory of 
human becoming guides the practice of nurses to focus on quality of life as it is described and 
lived (Petiprin, 2016). 
Procedural Steps in Interpretive Description 
The procedural steps in Sally Thorne’s (2016) depiction of interpretive description 
method was used to explore the experiences and perceptions of ER nurses in treating individuals 
with mental health challenges and the ways in which these can inform direct patient care. The 
steps involved in interpretive description, as outlined by Thorne (2016, pp. 118-123), are: 
1. Situating Oneself within the Research Role and Entering the Field. Thorne (2016, 
pp. 118-123) explained that this means tracking reflections, “revealing and 
concealing” (disclosing one’s discipline then stepping out of the role), negotiating 
informed consent, “finding [one’s] tongue,” and constraining one’s influence. 
2. Situating Oneself within the Setting. This means navigating access, staying safe, 
and honoring confidentiality.  
3. Constructing the Data.  
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4. Working the Data. Thorne (2016, p. 159) encouraged researchers to find patterns 
among the pieces, sort and organize, and make sense of the pattern. The researcher 
utilized the coding mechanism open coding, or “microanalysis coding,” which 
involves “fracturing” the data or taking it apart and examining discrete parts for the 
similarities and differences the data may reveal.  
5. Transforming patterns in the data into findings. Envisioning possibilities, expanding 
on associations, capitalizing on outliers, engaging with one’s thesis committee, and 
continuing to build on one’s findings.  
6. Conceptualize the findings, transform the data, write the findings. 
Strengths and Limitations of Design 
The strengths of interpretive description lay in the ability for the researcher to generate 
forms of understanding of complex experimental clinical phenomena. This has been described as 
understanding what would be optimally relevant and useful to the practice of nursing and other 
professional disciplines concerned with questions “from the field” (Thorne, 2016, p. 30). Thorne 
(2016) boldly stated,  
Not all people who have an experience will have the interest or inclination to wax poetic 
about it, and sometimes human expression can seem mired in the mundane. However, 
rather than indulging your frustration because an interview participant seems not to be 
giving you “good data”, it is wise to keep focused on your curiosity about who this 
person is and why you are getting the data that is offered. Sometimes the gems of a 
powerful new insight come from the voices from which it is least expected. (p. 141) 
The reality of the research is that each participant had varied or different levels of seniority, 
experience, knowledge, education, awareness, and compassion. Thus, it was anticipated that 
participants might exhibit the characteristics that Thorne stated in this quote. This allowed me to 
recognize specific participants’ insights and that participants work in institutions that employ 
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procedures and policies and have explicit cultures that may pertain to the data collected from 
them. 
Participant Selection 
The research utilized purposeful sampling of ER nurses from varying locations in the 
Province of Alberta. I submitted a letter of intent on October 19, 2018 (Appendix A) to the 
College of Registered Nurses of Alberta (CARNA), and after a brief interview with the Nursing 
Program Approval Lead, I was informed that once ethics approval has been obtained from 
Brandon University and submitted back to CARNA, I would be provided a list of emails from 
licensed CARNA nurses who have consented to being contacted for research on their annual 
license renewal. Direct ethical approval from CARNA was not required, as the participants had 
already consented to being involved in research opportunities.  
An invitation to participate (Appendix B) was distributed to these participants via email 
on October 23, 2019. If the participant was interested in participating in this research, they were 
instructed to contact the researcher directly to arrange for an interview. A pool of 11 participants 
was collected, and the interviews were conducted via phone (cell phone, landline) or Skype, so 
as to not limit communication mechanisms for participant involvement from around Alberta. The 
invitation to participate outlined the voluntary nature of the study, the data collection process, 
and the reason for the research. The participants were well informed that they would be asked 
questions pertaining to their experiences and perceptions of providing care to individuals with 
mental health challenges. An informed consent document was provided to the participants, 
outlining confidentiality, potential publication of the results, and ethical approval (Appendix C). 
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Inclusion Criteria 
The criteria for inclusion were that participants were registered nurses living in Alberta 
who have at least one year of experience working directly in the health care environment of the 
ER. These criteria aided in ensuring that participants have had interactions with persons living 
with mental health challenges. 
The letter of invitation (Appendix B) included a description of the study, introduction of 
the researcher, inclusion criteria, and relevant contact information. The letters were distributed 
via email to RNs who were presently licensed with CARNA and had consented to being 
contacted for research participation upon receiving ethical approval (Appendix D) from the 
Brandon University Research Ethics Board (REB) with Research Ethics File #22532 granted on 
September 24, 2019. I did not interact with the participants prior to recruitment and have not 
previously worked in their facilities. Because my role in community nursing is identifiable in 
Edmonton, AB, I conducted research with participants in regions of Alberta other than 
Edmonton. The interviews were conducted on the phone, given that participants were located 
throughout the province. The interviews were scheduled for a time and date of the participants’ 
choosing, to aide in availability and accommodation. In order to maintain confidentiality and 
provide the most privacy, I was in a closed office space during the interview. 
Data Collection Strategies 
The data collection strategies employed the use of semi-structured interviews, and the 
interviews were consistent through the use of guiding questions (Appendix E). The interviews 
were audio recorded to enhance accuracy in collection and analysis procedures. Field notes were 
also maintained.  
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The data and statistics pertaining to the size and catchment location of the department 
participants work in were collected by utilizing public domain and incorporated into analysis. 
This added to the knowledge pertaining to the percentage of mental health presentations and 
acuity of the settings in the locations that participants work within. By using mental health case 
scenarios about presentations to hospital, the interview questions were augmented to assist 
participants in helping to answer questions (Appendix F). These case scenarios were of 
discretionary use if participants were unable to relate to portions of questioning. These scenarios, 
in conjunction with the interview questions, assisted in collecting the most relevant data from 
participants.  
Research Questions 
The core research question was: “What are the perceptions and experiences of emergency 
department (ED) nurses providing services to individuals with mental health challenges that 
could inform direct patient care in the future?” The overarching purpose of this project was to 
explore the perceptions and experiences of ER nurses in treating individuals with mental health 
challenges. Guiding questions that informed the research question were as follows: How do you 
engage with a person living with a mental health challenge who comes into the ER seeking help? 
What are your beliefs about persons living with mental health issues? What do you consider best 
care practices in treating individuals with mental health challenges? What factors positively or 
negatively impact on your care abilities?  
Data Generation and Proposed Analysis Plans 
The researcher utilized the data analysis method of open coding, which is also known as 
microanalysis or line-by-line coding (Thorne, 2016). Thorne (2016) outlined that this method 
involves “fracturing” the data—that is, taking it apart and examining those discrete parts for the 
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similarities and differences they reveal. Basic conceptual units within the data were distinguished 
by this process, and the properties that characterize them were delineated. They were then 
organized into categories (Thorne, 2016).  
Thorne (2016) outlined that in qualitative research, we are “testing out relationships 
between the data as we experiment with different ways of organizing our material and allowing 
ourselves to see what new questions and possibilities arise” (p. 162). Thorne suggested that 
researchers “flag and harvest those especially powerful bits early in the data analysis process” 
(p. 163), and that they anticipate finding helpful in this line of data collection.  
Thorne (2016) well articulated that “the distinction between what the brain instinctively 
does with data and how data analysis ought to be conducted and reported, is an important 
element in perfecting the art of data analysis and any qualitative research approach” (p. 155). 
The researcher utilized the procedural steps of interpretive description, as well as the suggestions 
to work the data by analyzing and coding the data into sound, accurate, and reliable findings. An 
audit trail to assist in the trustworthiness and authenticity of the data was maintained by the 
researcher as well.  
Researcher’s Role 
I am a registered psychiatric nurse (RPN), graduating from my first educational program 
in 2008. My educational background includes a Psychiatric Nursing Diploma, a Bachelor of 
Science in Psychiatric Nursing, an Addiction Medicine and Recovery Diploma, and current 
enrollment in the Master of Psychiatric Nursing program at Brandon University. My areas of 
professional practice include acute care psychiatric nursing, including both inpatient and secure 
inpatient hospitalizations, geriatric psychiatry and long-term care, corrections, forensic 
assessment and inpatient treatment, and urgent community mental health. My current role 
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involves working with both urban and rural populations in and around Edmonton, AB, with the 
Police and Crisis Team (PACT) alongside a member of Edmonton Police Service (EPS) or Rural 
Canadian Mounted Police (RCMP) and responding to mental health concerns that require police 
intervention. Thorne (2016) offered suggestions pertaining to “abandoning your former self” and 
tracking reflections (pp. 118–119). These suggestions were intended for the researcher to utilize 
in order to assist with the new challenge of becoming the instrument of credible and meaningful 
research and acknowledging allegiances, opinions, and sources of prior knowledge. Accordingly, 
I took time for thorough self-reflection following each interview in order to manage my prior 
understanding of the phenomenon. The collected data were then written out and listened to 
several times in order to identify possible changes in interpretation.  
Ethical Considerations 
Research Ethics Board (REB) approval was obtained from Brandon University Review 
Ethics Committee (BUREC; see also Appendix D). An informed consent and confidentiality 
form were provided to each participant. This document contained an overview of what the 
interview would entail, study logistics, the voluntary nature of the study, and the participant’s 
rights to withdraw from the study at any time, in addition to other formalities (Appendix C). The 
data have been stored appropriately and securely on my personal laptop and were password 
protected on same. I and my thesis advisor were the only individuals who had access to the 
transcripts and data analysis. The data will be destroyed following thesis defense as fulfillment 
of the researcher’s master’s degree requirements. Audio recordings obtained and field notes that 
documented will be destroyed in a confidential manner by deleting audio recordings from all 
storage locations and shredding all documents, with the exception of informed consent and 
confidentiality forms, which will be kept for an amount of time determined by the thesis advisor. 
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A copy of the confidentiality and informed consent (Appendix C) documents were provided to 
the participant at time of consent and signature. There was no need for an Oath of Confidentiality 
process for a transcriptionist, as the researcher transcribed the data. 
Dissemination of Findings 
The findings were first be disseminated to the researcher’s thesis committee, and 
following, will be further disseminated in defense of the thesis project in partial fulfillment of the 
requirements for the degree of Master of Psychiatric Nursing. Further dissemination of the 
findings will potentially include local and national presentations at appropriate nursing 
conferences and publications in peer reviewed journals. 
I executed the procedures outlined in this report for the purpose of exploring the 
experiences and perceptions of ER nurses treating individuals with mental health challenges and 
the ways in which the findings can inform direct patient care. This information will hopefully 
lead to nursing care of individuals with mental health challenges that is positive and 
compassionate. 
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Chapter Four: Data Analysis 
This qualitative research study sought to explore how registered nurses experience 
working in an emergency room environment, including their perceptions and experiences of 
providing services to individuals with mental health challenges, and how these findings could 
inform improvements to direct patient care were analyzed. Eleven registered nurses were 
interviewed as participants for this study. Interviews were approximately one-hour long and 
consisted of 21 open-ended questions. Research findings of this study consist of participant 
responses to open-ended questions pertaining to how the role of emergency department nurse is 
experienced. Field notes were used by the researcher to document observations during phone 
interviews with participants in order to provide further data analysis. Presentation of the findings 
starts with a discussion of the participants, followed by a discussion of the emergent findings of 
this research. 
Participants 
A total of 11 registered nurses were interviewed as participants in this qualitative study. 
Of these 11 participants, nine were female, and two were male. Inclusion criteria required 
participants to have at least one year of experience working directly in the health care 
environment of the Emergency Room (ER). Participant experience ranged from three to 28 years 
working in an ER, with the average years of experience being 15.7 years. Participant experience 
comprises areas of nursing specializations, including Intensive Care Unit, Cardiac Care Unit, 
clinical education, surgery, recovery, and occupational health. Experience working as a 
registered nurse in these other areas and in combined years of their career ranged from 10 to 42 
years, with a mean of 20.7 years.  
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Of the 11 participants, six participants worked in rural hospitals, and the remaining five 
worked in trauma centre hospitals in urban areas. None of the participants had previous 
experience working in a mental health and addictions role. Participants acknowledged that when 
helping patients presenting with acute mental health challenges, the nursing care needed was not 
task based, and there was often no easy solution and there were often subtle complexities that 
were difficult to resolve. These participants indicated they chose to participate in this 
investigation so their experiences could be heard by the greater nursing community. No 
participants utilized the case studies that were offered in the event that a participant’s experience 
did not relate to the questioning. The typical number of staff ranged dramatically depending on 
participant location and facility, where some participants worked within an environment with 8-
12 RN’s working on the floor at any given time, to being the only RN on for an entire shift. The 
typical number of HCA’s and LPN’s that were on staff was not conclusive to the analysis of the 
data. The participant demographics are presented in Table 1. 
Table 1. Participant Demographics 
Demographic #of Participants 
# of years as an RN  
0-10 years 1 
11-20 years 6 
> 20 years 4 
# of years in ED  
0-10 years 2 
11-20 years 7 
> 20 years 2 
Urban Area 5 




The interrelated themes that developed from this qualitative research study were 
categorized into four major themes, which were further described by subthemes to elaborate on 
participants’ experiences. The first theme is Broken Health Care System with two corresponding 
subthemes. The second theme is The Reality of the Emergency Room with five corresponding 
subthemes. The third theme is Moral Distress with three corresponding subthemes. Lastly, the 
fourth theme is Cry for Help with three corresponding subthemes. The themes and their 
subthemes are presented in Table 2. Each of these findings and their subthemes are discussed in 
detail in this section, supported by participant comments. To maintain anonymity of the 
participants, each participant has been assigned a randomly selected number.  
Table 2. Themes and Subthemes 
Theme Subthemes 
Broken Health Care System  Failure to Cope or Failure of the System 
Lack of Available Resources 
The Reality of the Emergency Room Triage Processing and Assessment 
Emergency Setting and Environmental Factors 
Bed Availability and Wait Times 
Nurses’ Time Constraints 
Safety Concerns 
Moral Distress Compassion Fatigue 
Burn Out 
Humanity 
Cry for Help Medical Prioritization 
Moral Dilemmas  




Theme One: Broken Health Care System 
In this theme, participants described how they believed they were providing care in a 
health care system that had numerous challenges. Participants often expressed that the “system is 
broken.” In this theme, participants discussed their beliefs that the reality of ER services were 
not conducive to providing adequate mental health care within the current health care system. 
Nearly all participants expressed their frustration and despair, as they felt they were unable to 
adequately meet the needs of their patients presenting with mental health challenges. They often 
felt limited within the system, rather than supported. Participants outlined the challenges they 
faced in the ER, which included the reality of ER services and the factors that affect the ER 
environment, the lack of bed availability and extended wait times, the heavy workloads and 
assignments, the time constraints for service provision, and ongoing safety concerns.  
All participants felt anxious and frustrated about how the current health care system 
managed individuals with mental health challenges. The unpredictability of ER presentations and 
the difficulty with the current triage process were indicated to be two factors that participants felt 
diminished their patients’ concerns to a methodical checklist. All of the participants explained 
that they were required to use formal template for assessments, where all of them stated that 
more was needed than a checklist or flow sheet when it came to assessing patients with mental 
health concerns. These participants also indicated they felt that strict adherence to this method of 
assessment was directly linked to inadequate patient care. The ER was described as the least 
conducive environment in which patients with mental health challenges were appropriately 
treated. Among participants’ experiences, few experiences were viewed as being positive in 
nature. The broken health care system was broken down into two subthemes: (a) failure to cope 
or failure of the system, and (b) lack of available resources.  
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Failure to Cope or Failure of the System. Participants described that patients 
presenting to the ER were often diagnosed by clinicians as having a “failure to cope” and were 
unable to help themselves. Participants felt that labeling a patient this way was unfair, and rather 
than blaming the patient for their mental illness and inability to navigate the complex patient care 
pathways and services, it was a “failure of the system” that failed to adequately meet their needs. 
Participants were upset that patients had access to very few services in their own communities to 
prevent the deterioration of their mental health before the point of requiring ER services.  
The lack of appropriate community resources was believed to be the number one 
contributing factor that obstructed adequate care for patients with mental health challenges. 
Nearly all participants described how they believed that the lack of resources within the current 
health care system significantly limited the care that individuals with mental health challenges 
received in hospital. Most participants explained that they felt as though they were forced to get 
rid of patients by discharging them, and they used the term “dispose of through discharge” with 
regards to this process. One participant explained,  
We can’t do anything for them, you know? We just say here is the number, okay, 
somebody is going to call you in the next couple days, from some psych place, you know. 
Here is the suicide line, and I just think like, “Fuck, we are just sending these guys back 
out into the community.” Like there is just nothing we can do to help them. (Participant 
4) 
The systemic limitations that participants described in the hospital setting encompassed reduced 
options for treatment and a consistent lack of resources for patients presenting with mental health 
challenges within the system itself.  
Lack of Available Resources. This subtheme described how participants felt limited in 
their ability to provide care to their patients because of the current system in place. All 
participants felt that the current health care policies and procedures dictated the care that was 
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delivered to patients with mental health concerns, where nurses were told how to care for their 
patients, rather than caring for them how they wished they could. Most of the participants 
thought the current system had policies and procedures that prevented nurses from being able to 
develop rapport with their patients and decreased their ability to provide compassion and 
empathy.  
Canadian provinces each have a Mental Health Act (MHA) under which their province’s 
health care system is governed. In Alberta, the MHA allows a police/peace officer to apprehend 
an individual and convey them to a hospital for a mental health assessment by a physician if the 
individual has met three specific criteria: (a) they are a danger to themselves, (b) they are a 
danger to others, and (c) they are likely to decompensate. The ER physician then makes the 
decision to have that individual remain in hospital for further assessment and treatment or 
discharged back into the community. This was typically termed by participants as the patient 
being “formed” or “formable” in accordance to the apprehension document. On the contrary to 
the MHA, patients can present to a hospital voluntarily and at their own discretion. Nearly all 
participants explained their frustrations with these policies and procedures and explained that 
physicians often discharged patients prematurely because they did not come into the hospital 
escorted by police. This participant described how upset they felt by this process: 
Just because they aren’t formable, they are discharged back to the community, and they 
are still struggling! It doesn’t mean that they are not coping just because they aren’t 
formable, so that’s really, really hard sometimes, when you see that you aren’t setting 
them up for success on discharge and that they will be back. (Participant 7) 
All Participants felt that they had failed their patients when they were unable to connect 
patients with adequate community supports and resources upon discharge from the hospital. All 
of the participants described the frustrations they experienced by not having the resources or 
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knowledge to discharge a patient safely into the community. There was a marked difference in 
available resources in urban facilities in comparison to rural settings. However, when this 
happened, all participants believed as though they were an active component of how the system 
failed to meet the needs of individuals by not knowing what to do.  
Theme Two: The Reality of the Emergency Room 
This theme described how participants felt the conditions and type of service offered 
within the ER were not conducive to adequately meeting the needs of patients presenting with 
mental health challenges. Nearly all participants acknowledged that when helping patients 
presenting with acute mental health challenges, the nursing care needed was not task based, and 
there was often no easy solution. Participants described that individuals came to the ER on days 
when that individual was not doing well and that this presentation only provided a snapshot of 
that individual rather than a representation of their overall level of functioning. Most participants 
understood that individuals experienced good and bad days, leaving a broad range of days to be 
experienced within the context of having a mental illness. Over half of the participants explained 
the unpredictability of patient presentations to ER that they never knew what was going to come 
through the ER doors at any given time. All the participants described treating individuals with 
mental health challenges on a regular basis, which was further described as being as often as a 
few times a day, to nearly once a week depending on participant location and specific facility. 
Larger and more urban facilities were found to have a larger number of mental health 
presentations to hospital in comparison to smaller and more rural locations. With this range in 
frequency in treating individuals with mental health challenges, more than half of the participants 
acknowledged that when patients do present to the ER, they were often in the acute stages of a 
mental health emergency. In this, the same participants stated that in their ER setting, they felt 
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they could only refer patients to another service in the hope that someone would provide the care 
the patient required.  
The theme of the reality of the ER is divided into five subthemes: (a) the triage 
processing and assessment, (b) the emergency setting and environmental factors, (c) bed 
availability and wait times, (d) nurses’ time constraints, and (e) safety concerns.  
Triage Processing and Assessment. All participants described feeling disdain for the 
“triage forms and assessment booklets” they were required to complete during the triage process 
for patients presenting with mental health challenges. Participants were left feeling torn, as 
though they were forced to minimize the mental health concerns of their patients to a sheet of 
paper, but at the same time, were unable to spend the time completing a comprehensive mental 
health exam. One participant described how they were frustrated with the triage process that was 
currently in place: 
Probably the biggest thing is that I really hate the checklists that they give us. I really 
hate them. I mean—I understand the rational for why they give us that, but I find 
interrogating them, is not helpful! So, I find sitting down, doing a 1:1, eye contact, 
getting that relationship with them, will go a lot longer, and make it more real for them, 
versus the attempted suicide like 4-page checkbox. Are you hearing voices, are you? It’s 
ridiculous. It’s very clinical. (Participant 1) 
Nearly all participants echoed these sentiments repeatedly, identifying one of biggest issues that 
nurses have with the current system were the “checklists” that they had to complete at triage. 
This participant explained how they felt these checklists were diminishing the patient’s concerns 
to a sheet of paper:  
I have 5 minutes in triage to summarize and minimize their lives to the front page of my 
triage form, and I feel like that makes it worse. But we just can’t spend any more time 
than that, because our department is very busy. (Participant 8) 
The current process in place for nurses to triage patients when they presented to the ER 
was described as less than favourable for individuals with mental health challenges. Participants 
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expressed their wishes to abandon the mandatory triage forms and procedural documentation in 
favour of completing a thorough mental health examination. They hoped this approach would be 
more empathetic and comprehensive for their patients.  
Emergency Setting and Environmental Factors. Nearly all participants felt they were 
unable to provide proper nursing care for individuals presenting with mental health challenges 
due to numerous environmental limitations. This included department acuity, staffing shortages, 
discrepancies between urban and rural settings, and dreadful mental health amenities within the 
ER. Participants believed that the ER was not the place for individuals with mental health 
challenges to be assessed and detained, but that the ER environment could cause the individual to 
further deteriorate. One participant outlined: 
I strongly believe that the emergency room is NOT the place for these people. I mean, it’s 
counterproductive, and I think if anything—it escalates the condition, because of the 
environment of the emergency department. (Participant 3) 
Participants outlined that ER services are focused on assessment, treatment, stabilization, 
and discharge/admission. The ER was described as noisy, chaotic, rushed, and generally 
unsettled. With this, all participants described this environment as being unsuitable for 
individuals who would benefit from a quieter setting with less environmental stimuli. 
Participants stated that the acuity of the ER fluctuated throughout the day and joked that some 
days, it was so busy that they found themselves still chewing their lunch when they returned to 
the floor to get back to work.  
All facilities that participants worked in had a variety of staffing baselines that included 
registered nurses (RNs), licensed practical nurses (LPNs), health care aides (HCAs), and 
protective services/security, as well as ER physicians. Only the five who worked in urban 
facilities indicated that they had access to on-site psychiatrists. The remaining six participants 
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reported that there was limited to no availability or access to a psychiatrist in rural sites. Nearly 
all participants acknowledged that their specific sites struggled to maintain adequate staffing 
levels and that they were consistently working short or understaffed. One participant referred to 
treating patients with mental health challenges in the ER in terms of an unfortunately paradoxical 
state: 
It is so frustrating when you know you aren't giving them what they need, but you CAN'T 
give them what they need. It’s a catch-22; that just drives me absolutely rangy. 
(Participant 3) 
Participants expressed their beliefs that the ER atmosphere was not intended to care for 
patients with mental health concerns. One participant explained that they believed the ER 
“makes paranoia more paranoid, and violent behaviour more violent” (Participant 3). Nurses 
admitted that they were embarrassed to bring their patients back into the department, as patients 
had often waited several hours to be seen and then were brought into what was described as a 
“cement shoe box of a room,” with no windows and a security guard sitting outside the door.  
Several participants outlined feeling embarrassed about what the ER had to offer their 
patients. One participant expressed their belief that the department was not the place for 
individuals with mental health challenges and that they felt as though this population was grossly 
mishandled within the system. 
Psych patients are the most mismanaged patients you can have in Emergency 
Department. That was an ugly statement—but also a true statement. (Participant 14) 
Participants consistently voiced frustrations during their interviews with the 
overwhelmingly undesirable experiences they had working in this system and with this 
population. More then half of the participants expressed that they often felt humiliated when 
providing patients who were struggling with their mental health and well-being with jail-like 
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conditions. One participant stated they felt as though they needed to “prepare [the patient] for the 
lowest common denominator of care” (Participant 6).  
Bed Availability and Wait Times. This subtheme described the lack of bed availability 
in both the ER as well as on inpatient units and the lengthy wait times that patients experience 
waiting for care. The waiting period for a patient to see a doctor was undoubtedly frustrating for 
the patient. Participants further explained that the waiting period between physician assessment 
and a decision to admit or discharge the patient was unpleasant for both the patient and the nurse 
where time pressures were high. Participants explained the process of the ER cycle as triage, 
assessment, treatment, admit, or discharge. Participants described how they believed that the 
patient was disadvantaged at all stages of the cycle.  
Nearly all participants displayed significant emotional distress when discussing their 
experiences, where they attempted to provide treatment to mental health patients in their 
workplaces. Participants were tearful when discussing their experiences. They felt that patients 
were abandoned in what was described as a “horrible dead zone” in the ER and that they did not 
receive care that was compassionate, comprehensive, or well organized. An example of this 
scenario included a patient waiting anywhere from several hours up to a few days to be seen by a 
physician and a decision made for their care. One participant summarized: 
I mean, just waiting to see psychiatry in the waiting room alone, can literally be a 12-
hour experience waiting. I mean if there is 20 consults and there’s only one psych guy on, 
and he spends an hour with each patient, I mean, you’re looking at 10 hours right there 
for him to get to you, so there’s a significant waiting period, and then, you know, if the 
patient is formed and deemed unsafe, or whatever, then now they are sitting with minimal 
care orders, being kept against their will, and having no interventions done while they 
wait for psych to see them, so they are waiting that same 10-12 hours.… So, there’s this 
horrible dead zone between getting medically cleared, and then getting the psych 
attention that they need, so I think that if you talked to any nurse in the emerg, that they 
would all agree that that is one of the biggest negative things about the experience for a 
patient. (Participant 14) 
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This participant explained that once an individual had been seen by the ER physician and 
a decision had been made to admit them, no treatment or care was provided to that person to 
address their mental health concerns while they waited to be moved into an inpatient bed. This 
participant admitted that this was “really heart breaking” for them, and they struggled to further 
discuss their opinion on this matter because of this emotional response. 
This is an emergency room, like, it’s the wrong place for these patients to be. You know? 
The unfortunate thing is, when they get admitted, there is no therapy that goes on. All we 
did, I mean, is we give them sandwiches and medication. They are basically in limbo—
nothing is happening. but you have to understand that it’s the emergency department; our 
choices are limited. (Participant 3) 
Length of stay in the ER was a major factor that participants stated had an effect on 
nursing care. This was identified as one of the largest gaps in the current health care system in 
the ER. As noted by Participant 3, even once a decision had been made to admit a patient, the 
wait for services continued. The concern with the lengthy wait time then shifts onto the concern 
with limited bed availability, as one participant described:  
I think the worst was someone was there for almost 5 days. I was practically in tears. I’m 
going, “This is a paranoid schizophrenia patient that we have put in a room with nothing 
but a mattress and a camera in the corner,” and it's like, you’re wondering why he’s 
paranoid? *laughs* like, does this make sense to you? It doesn’t make sense to me! 
(Participant 3) 
The current allotment of unit beds in site-specific hospitals was defined by participants as 
“pathetic.” There were so few inpatient beds available in some hospital sites that nurses seemed 
embarrassed to admit that patients awaiting admission were often lined up along the hallways in 
the ER. Participants explained the domino effect of the process: a lack of bed availability caused 
a longer wait in the ER that led to a longer wait in the department that led to further deterioration 
of the person’s mental health. Treatment options during the wait for an inpatient admission were 
limited in the ER setting, which was believed by participants to contribute to patients’ 
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psychological distress and poor care experience. This topic caused significant emotional distress 
for participants.  
Nurses’ Time Constraints. In this subtheme, participants described that the phenomenon 
of time is a privilege in ER. Lack of time was described as a major problem that impacted 
participants’ abilities to care for individuals with mental health challenges. Participants discussed 
that time constraints forced nurses into feeling as though they must selectively choose the 
questions they asked their patients in order to determine the most pertinent and relevant concerns 
a quickly as possible. Participants felt they missed important information from patients in regard 
to their presenting concerns by not having the time to emotionally connect. This limitation 
elicited feelings of frustration in participants. One participant admitted, “I know I am not doing 
the best for that patient that I can be doing.” Another participant required a moment to gather 
their emotions before disclosing that it was “heart breaking” to witness patients not receiving 
proper care. 
Most participants identified that patients had positive health outcomes when participants 
felt they had been able to actually help. Participants described these positive experiences as 
having the opportunity to spend time with patients when their shift happened to be slower than 
normal. They described that in these situations, they were able to establish rapport and identify 
health care needs and goals collaboratively with their patients to identify an appropriate plan of 
care, rather than rushing the patient through the process of the department. Instances such as 
these were described as occurring very infrequently and were outside of the norm. 
Nearly all participants admitted feeling shame and guilt towards their nursing practice 
when having to succumb to the high-pressure environment within the ER to move patients 
through. It was agreed that all nurses wanted to be able to help their patients; however, with 
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patients presenting with complex mental health and social situations, helping was not always 
possible. One participant explained: 
I feel like when I, when it’s not a crazy shift, and I am able to spend a bit of time and just   
um, kinda, even just talk about the elephant in the room with them, like “We really would 
like to help but there are so many gaps in this mental health system in the ER.” We feel 
like we are of very little assistance, um, and just tell them that, that I am not trying to 
minimize their life to a few lines on a page. If I have a chance to do that, I feel like that 
um, makes a difference right away. Every single one of them has just sort of, um, I think 
they have acknowledged the effort if I can say that, like I realize this is so much deeper 
than I could even, like I can’t scratch the surface in the time that I have, of their life and 
their trauma and their whatever lead them to this point, and um, so, like even just to 
acknowledge that makes such a difference. (Participant 8) 
Nearly all participants described their general inability to positively influence patient 
outcomes in the context of not having the time to adequately spend with the patient. This 
included not having the time to develop rapport, assess patients’ concerns, understand what care 
was required, advocate for patient care, and provide or connect patients with community 
resources. Participants distinguished that being able to fully engage with patients in this way was 
a positive experience for both the nurse and their patient; however, it was quite clear that this 
seldom happened.  
Safety Concerns. Participants described numerous incidents where they had experienced 
or faced a variety of violent, aggressive, threatening, and unsettling situations. Some participants 
who worked in rural settings stated it was their site’s policy to keep themselves safe first: 
They say to protect yourself first, because you can’t help anyone if you are injured, and 
to let the patients fend for themselves. Literally, they have told us that, and that is heart 
breaking to me. (Participant 1) 
Participants explained that the diversity of patient assignments can sometimes include 
patients with a wide range of presenting concerns, including both medical and psychiatric in 
nature. One participant described a situation where an elderly and medically complex patient on 
their assignment was attacked by an aggressive patient with mental health concerns. In this 
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instance, the participant felt helpless, as their site had only one security staff, and this staff was 
not allowed to physically intervene, even in the event of a behavioural emergency. This 
participant was so concerned that some of their patients were so delicate or medically complex 
that they “will die if they were to get attacked” (Participant 1).  
Participants from rural sites described, in general, having less access to resources 
regarding managing safety concerns. This included experienced protective services staff that 
were able to assist nursing staff in managing patients who were aggressive or violent. 
Participants from rural settings stated that they were required to call the RCMP if they needed 
help and felt ill prepared when managing their own safety. Participants from urban sites appeared 
to deal with behavioural emergencies quite differently, as there were more resources available to 
them. However, participants did maintain feeling concerned for their patients’ safety in addition 
to their own when working with patients presenting with aggressive or violent tendencies. One 
participant stated, 
We are really limited in what we can do, and when they really act out, the best thing we 
can do it put them behind a door and lock it. Which is just…horrible. We have the 
welfare of the staff and the rest of the patients to consider, and *sigh* unfortunately, 
that’s what happens. It’s heart breaking; it really is heart breaking. (Participant 3) 
More than half of the participants viewed individuals with mental health challenges who 
were struggling with substance use as “unmanageable” and described their behaviours as 
“erratic.” Participants acknowledged that while under the influence of substances, patients were 
often “not in control of their behaviour.” The assaultive experiences described by participants 
when dealing with this population were violent and even homicidal. Participants listed a variety 
of unsafe behaviours they experienced including having their fingers dislocated and being 
kicked, punched, spit on, and strangled. One participant stated they had their own life and the 
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lives of their family members threatened by a patient. These incidents undoubtedly changed the 
participant’s approach to providing nursing care to this population, as they were fearful these 
violent encounters would reoccur. Nurses felt “afraid of the next patient” because of previous 
violent and aggressive experiences. Participants admitted that they had become more avoidant 
when caring for individuals with mental health challenges due to these past situations. One 
participant described: 
There are times I don’t even wanna go into the room. Like, they are just scary. I don’t 
want to go into the room, and so I won’t do it. I am a lot more guarded over time, 
because I mean, I have been assaulted so many times. (Participant 3) 
All participants collectively described significant safety concerns in both urban and rural 
ER settings. They outlined feeling unqualified and unsupported when dealing with behavioural 
emergencies and safety concerns, which led to being avoidant and fearful when providing care 
for patients.  
Theme Three: Moral Distress  
In this theme, participants summarized their feelings of emotional exhaustion when 
providing care to individuals with mental health challenges. Participants discussed the pressure 
they felt when working with this population in a manner that conveys compassion and empathy. 
Feeling emotionally exhausted was described by participants, along with their experiences of 
feeling avoidant and fearful towards patients presenting with mental health challenges. Moral 
distress is divided into three subthemes: (a) compassion fatigue, (b) burn out, and (c) humanity. 
Compassion Fatigue. Participants described an array of experiences that led to feeling 
various levels of compassion fatigue within their roles in the ER. When participants were asked 
to describe the types of negative incidents they have experienced in comparison to any positive 
outcomes, one participant responded, “I can’t even begin to count” (Participant 14). Participants 
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focused on the negative experiences they have had that impacted their nursing practice and 
acknowledged feeling a decreased sense of personal fulfillment when treating this population.  
Nearly all participants described numerous personal experiences that left them feeling 
detached from patient care. This may have a direct impact on nurses’ ability to care for patients 
in the ER setting. One participant admitted they struggled to tend to their mental health patients 
in general: 
It can be, definitely a struggle to give them the time of day. (Participant 14) 
A significant emotional response from participants was noted by the researcher when 
discussing experiences in regard to caring for patients who were aggressive or violent. 
Participants described feeling prominently fearful during their interactions with these patients. 
Nearly all participants admitted they felt apprehensive and hesitant to provide nursing care to 
patients presenting with mental health challenges based on these experiences. They recognized 
that this approach was “not fair” to their patients, because by allowing a single negative situation 
to dictate future attitudes, participants felt that they were not providing adequate care to 
subsequent patients. Participants blamed themselves for feeling detached from patient care, as it 
was not the patient’s fault that they were apprehensive to provide care. However, participants 
explained that they often could not shake the impact of their previous experiences.  
Almost half of the participants described being threatened, harassed, and assaulted by 
patients at work. One participant gave an example of a patient who threatened to hunt them down 
and kill them and their family. Despite recognizing that the patient who had threatened them was 
not realistically able to harm them or their family, the participant explained that this experience 
changed how they acted in their future interactions with threatening individuals. Participants 
explained that after a violent incident involving a patient, the team was offered a “debriefing” by 
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their employer. However, this was more accurately described as a “bitch session” about their 
opinions on how the incident could have been avoided.  
Guilt, shame, and not having time were directly associated to each other consistently 
throughout interviews with regards to compassion fatigue. One participant admitted that they 
recognized the amount of emotional energy that mental health patients required. They described 
purposefully making it their goal to show compassion, despite their feelings of dread, and they 
admitted their tendency to prioritize patients with medical concerns. This participant described 
this experience: 
I hope they don’t see on my face, that I have a thousand things to do. And that I know that 
they will take time, and emotional energy, and I really hope they don’t see that on my 
face. Because I am sure, that that is probably my first feeling, even though I know, that 
like, I would not want anyone ever to come at myself, or my family member like that if we 
were to have those struggles in the ER, so I know my effort is to not ever let that show, 
but my feeling, my first feeling, is like “Ugh.. aw … there are lots of other things that I 
need to be focused on, and lots of other priorities.” (Participant 8)  
As discussed in “The Reality of the Emergency Room” theme, participants felt as though 
they worked in an environment that was unable to provide adequate resources and services to 
individuals with mental health challenges. This included a lack of bed availability, time 
restrictions for patient assessment, inability to provide adequate care, and consistent lack of 
mental health resources, both in and out of the hospital setting. In the participants’ descriptions 
of experiencing compassion fatigue, the lack of connection felt between themselves and their 
patients as a result of bearing witness to suffering from illness or trauma appeared to be ongoing. 
Unfortunately, the factors that led to feeling disconnected were considered to be a normal part of 
the participants’ daily work environment. Participants felt that working in the ER was 
accompanied by a larger amount of stress as a direct result of the broken system. Participants 
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identified feeling that they were unable to mitigate the stress of their work environment because 
they were not provided with the tools to adequately alleviate these problems.  
A few of the participants described feeling that individuals presenting with mental health 
challenges to the ER are an “endless well of need” and were described as “personally draining 
and frustrating.” Some participants admitted that they left their shifts wondering if they even 
made a difference to their patients presenting with mental health challenges that day.  
I can catch myself sometimes being a little less than sympathetic in some scenarios. 
(Participant 14)  
Some participants described how they felt responsible to start fresh with every single 
patient who presented to the hospital but indicated this was difficult to maintain if they were 
faced with a difficult patient interaction during their shift. This was described as having a high-
needs patient, agitated/aggressive patient, or a patient who divulged heavily emotional concerns 
to participants. Participants expressed that patient care was affected when they had an incident 
“throw them off” and that “carrying the burden” of mental health patients undoubtedly affected 
their ability to be compassionate.  
Burn Out. All participants described how they felt emotionally and physically exhausted 
as well as a high degree of cynicism as a result of their experiences working with patients with 
mental health challenges in the ER setting. One participant voiced frustration when being 
assigned patients with mental health presentations and described their initial reaction as an 
internal rhetorical question of: “Why are you even here?” This participant said, “It’s hard not to 
roll your eyes.” 
Participants expressed that there have been times where nursing staff have quit or stopped 
coming to work because of the lack of support they received after a critical incident. The 
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negative experiences outlined by participants appeared to originate from poor management who 
were believed to have unrealistic expectations of how patients presenting with mental health 
challenges should be handled within the ER. They thought this was the result of a lack of 
knowledge about working on the front line in addition to a consistent and significant lack of 
resources.  
Participants described great difficulty in managing to juggle their assignments when they 
included patients with mental health challenges and medical comorbidities. They described their 
disdain for feeling forced to observe patients with mental health challenges “get worse” while 
waiting in the ER for assessment or placement on an inpatient unit. Participants described their 
struggle to manage their mental health patients in the ER setting and admitted that often times 
when they arrived for their shift and discovered they were assigned to cover the mental health 
pod, a sense of dread was experienced. This sensation was described as having an initial reaction 
of “ugh, …really?”  
Nearly all of the participants felt that past experiences with patients presenting with 
mental health challenges to hospital had significantly impacted their faith in the health care 
system and the way they treated their patients. The word “distrust” was used in describing this 
phenomenon, where past negative experiences created an apprehension in their willingness to 
fully and wholeheartedly engage with these patients. In addition, participants admitted to having 
a diminished sense of optimism in the system.  
All of the participants recognized that when they experienced burn out related to treating 
individuals with mental health challenges, they were challenged by their feelings of wanting to 
be compassionate towards their patients, but felt that they were not capable of the compassion 
the individual required. One participant admitted they felt they needed to remind themselves to 
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be patient and empathetic. This participant stopped mid-sentence and stated, “Yuck, how awful. I 
am not a perfect person” (Participant 8). They described how they felt patients with mental 
health challenges were “a lot of work emotionally” and explained that the right head space was 
required when managing a mixed assignment of medical patients and mental health patients.  
The “revolving door” phenomenon was discussed by participants as an inability to instill 
change or able to adequately help patients presenting with chronic mental health challenges. This 
caused a significant amount of frustration for participants. This frustration was directly related to 
feeling burned out that seemed to inevitably develop when treating this population. One 
participant described their emotional exhaustion with regards to their experiences in treating 
patients with mental health challenges who continued to return to the ER asking for help. This 
participant admitted that they felt as though “we have already done what we can for [them], and 
[they] are choosing not to follow through on [their] own care; so why are we going to go out on a 
limb for [them] now?” (Participant 14).  
The perceived endless cycle of presentation – treatment – discharge was exhausting for 
participants, both physically and emotionally. Some participants described they felt they were 
more inclined to treat patients who “haven’t burned their bridges yet” in the context of repeat 
patients who historically declined offers of assistance from the hospital. Shame and 
embarrassment were obvious when some participants admitted that they “struggle to give [the 
patients] the time of day” when patients repeatedly present to hospital despite being offered 
supports. Notwithstanding a lack of appropriate community supports; this revolving door 
syndrome may be viewed as a success, as this may be the best the patient can do for themselves.  
Humanity. In this subtheme, participants described that society as a whole did not 
recognize mental illness as “important” and, therefore, felt they were constantly battling this 
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stigma for their patients. They indicated that this added aspect of stigma surrounding mental 
health made their workload automatically more difficult. Collectively, humans are to live 
amongst each other despite the struggles, challenges, hardships, and difficulties that others may 
experience. Participants discussed that a negative perception towards mental health can affect all 
aspects of an individual’s life, including the care they received in the ER. Participants described 
that their patients struggling with mental health challenges had been stigmatized by society as 
being “poor,” a “loser,” a “drug addict,” or having “shitty parents.” Feeling sympathetic towards 
patients in response to these negative associations was a common theme among participants. One 
participant admitted their realization that through their time working in the ER, mental health 
was “every face, every race, every age, everything” (Participant 4). Participants recognized 
feeling humbleness towards this population, where over time, they had been able to learn how to 
anticipate the needs of their patients with mental health challenges by recognizing non-verbal 
cues without having interacted with them yet.  
Participants outlined the stigma associated with mental illnesses in their responses around 
their role in caring for patients with mental health challenges. One participant said,  
With a lot of mental health, it’s a lifelong thing, and you don’t see the improvements and 
the brightness, other than like, how they are functioning and stuff. It’s a stigma, of like, 
you can’t talk about it. Like, somehow, they are weak, which is a load of crap. I think that 
our mental health system is extremely broken, and until things get fixed that way—more 
beds, more resources—but again, it comes down to money, and there is no money for the 
psych docs to do it. Because they know it’s a lifelong thing. However, just because you’re 
not doing orthopedics or thoracic surgery or something, doesn’t mean that it’s not 
important. (Participant 1)  
Individuals with mental health challenges presented to hospital with what was described 
as “unfortunate life circumstances.” Participants felt that they were unable to fix a patient’s 
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problems, but simply apply a band-aide solution. A strong emotional response was noted from 
participants as they described that they were unable to provide their patients with adequate help:  
I just don’t, I don’t know. I just don’t always feel like we are helping. (Participant 17) 
Although not directly related to a patient experience, one participant described their 
experience of losing their best friend to suicide at a young age. This participant was able to speak 
openly about their own experience of loss and mental health struggles and how this experience 
had dramatically impacted their nursing practice. They explained that as a result, their nursing 
care was altered by fostering a deeper sense of empathy towards patients experiencing any form 
of suicidal ideation. The participant stated they “take it all very seriously.” The sincerity with 
which participants advocated against the stigmatization of mental health issues was made evident 
through these personal experiences.  
Theme Four: Cry for Help 
Although participants did not use the words “cry for help,” I interpreted this theme as 
their longstanding frustrations about the ER atmosphere. A sense of powerlessness and 
hopelessness was expressed by participants as they described their pleas for reprieve. In this 
theme, participants’ hopes to receive help to improve ER services to better meet the needs of 
their patients presenting with mental health challenges are discussed. Participants described 
having a lack of confidence in their roles as ER nurses and outlined their requests to be provided 
with the skills required to care for individuals with mental health challenges. This theme is 
divided into three subthemes: (a) medical prioritization; (b) moral dilemmas; and (c) education, 
training, and advocacy—We want to be heard.  
Medical Prioritization. Participants described experiencing great difficulty managing 
their patient assignments when these assignments include patients with mental health challenges. 
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They described their disdain, as they felt they were forced to observe mental health patients “get 
worse” while waiting in the ER. Participants felt helpless, as they felt they already struggled to 
manage their patient’s mental health concerns and the behavioural challenges that often 
accompanied these presentations, but also had the added difficulty of meeting their other 
patients’ acute medical needs. One participant described how patients with mental health 
challenges were less of a priority when it came to providing and triaging care: 
If [the shift] is busy with other medical patients, they seem to take precedent over a 
mental health issue. (Participant 15) 
Several participants explained that this was “how they were trained,” where science 
played a major role in hospital presentations, and they were on auto pilot to “fix the problem.” 
However, when mental health was the “problem,” it was perceived to be “unfixable.” 
Participants discussed that as ER nurses, they tended to gravitate to the physical needs of their 
clients before addressing mental health needs. This was discussed numerous times with regards 
to the medical versus mental health prioritization of patient needs, where nurses were drawn to 
fixing the “problem”: 
In an emergency, it’s like – you always go to the physical needs before the mental needs! 
You’re gonna fix that broken leg before you worry about whatever delusions, or 
whatever! That’s how we are trained; it’s science! (Participant 4) 
Nearly all the participants made comments about medical complexities versus mental 
health concerns. One participant felt as though they were unable to treat patients with mental 
health challenges in the same thorough and investigative way that patients with medical concerns 
were treated. An example described by a participant was kidney stone treatment: A patient could 
tell the nurse what they were physically feeling, and the nurse could do an objective physical 
examination and diagnostic testing to determine the diagnosis and subsequent treatment. The 
patient would then be discharged with medications, instruction for treatment, procedures for 
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monitoring condition, and an appropriate and thorough discharge plan. On the contrary, patients 
presenting with mental health challenges were often seen as unreliable historians due to the 
complex nature of their illnesses, which were often exacerbated by substance use and dynamic 
psychosocial situations. These participants described how assessing mental health concerns were 
not as straightforward as medical concerns, given that there were few investigations that can be 
done in order to ascertain specific diagnoses and treatment to follow. Participants stated they did 
not know what to offer patients with mental health challenges, how to treat them, or what plans 
to put into place upon discharge. It was clear among participants that medical patients are 
prioritized within the ER department and that they experienced moral complexities associated 
with having patients with mental health concerns on their assignment.  
Moral Dilemmas. Participants admitted they felt personally conflicted about how 
patients presenting with mental health challenges were dealt with in the ER environment. 
Participants described experiencing moral distress with several situations that included locking 
patients in secure rooms and experiencing a difficult dynamic with the ER physicians. Patients 
presenting with mental health challenges were often brought to the hospital and detained within 
the hospital due to safety concerns for themselves or others. Participants indicated that if the 
patient was aggressive or violent towards others or was a risk to harm themselves, the patient 
would often be put into a locked room to maintain a contained and safe environment. Participants 
acknowledged that oftentimes, it was safest for the patient to be secluded; however, they 
struggled with the aspect of locking a person into a room against their will. Patients with mental 
health challenges were often described as “easier to contain” since they were often under legal 
certification of the mental health act and could be locked up. Therefore, these patients were seen 
as “convenient” because they were perceived to be out of sight, out of mind, and subsequently 
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not prioritized on a nursing assignment. These safety concerns were considered “handled” if the 
patient was in a locked room; however, participants stated it did affect them morally to lock a 
human being in a room.  
Participants discussed how a difficult dynamic with ER physicians led to feeling moral 
dilemma within their respective workplaces. They indicated they lacked confidence in the ER 
physicians who were described as “previous surgeons.” In most rural facilities, these physicians 
were not on site and, therefore, were consistently unavailable and reportedly had “no psych 
training.” Participants explained they did not have faith in these physicians’ abilities to assess 
and treat individuals with mental health challenges on account of their lack of training. 
Participants felt unsupported by ER doctors in their triaging decisions. They explained that 
doctors would often make comments such as “Why are we even seeing this person?” or “Just 
send them to psych!” Some of the participants felt that because the ER physicians did not 
typically have the skills to appropriately assess, treat, and/or refer patients to mental health 
services, these patients were often “disposed of through discharge.” Participant responses 
indicated that physicians experienced frustration with the frequent mental health and addiction 
presentations, but the physician’s decisions to discharge sometimes fell onto the guilty 
consciences of the participants. Participants described poor outcomes for patients who were 
prematurely discharged by physicians that included completion of suicide or overdose, either 
intentional or accidental. There was a high emotional response from participants in this context, 
where blame and guilt appeared to be on the forefront of participants’ consciences.  
More than half of the participants described how they struggled when trying to advocate 
to ER physicians for their patients when the physician wanted to discharge a patient who was 
considered high risk from a safety perspective. At these times, it was hard for participants to 
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accept the physician’s decisions. Participants described feeling as though they “throw the 
patients back out to the wolves” when they discharged these patients back into the community.  
I just think like, “Fuck we are just sending these guys back out into the community, like 
there is just nothing we can do to help them.” (Participant 4)  
However, participants recognized that this decision likely stems from having an 
unmanaged mental illness that remains untreated, and therefore, the patient had a poor prognosis 
regardless of the treatment decision. Nurses were described by participants as not “wanting 
anything to do with [the patient].” One participant from an urban setting described their 
experience with a physician discharging a patient they had advocated to be kept in hospital, and 
the patient completed suicide shortly after being discharged. This participant admitted that they 
were not even sure if they wanted to continue nursing after this experience. This event was 
described as “extremely traumatic” and was believed to have occurred because the physician had 
insisted that the patient be discharged, despite limited access to resources and support in the 
community. In addition to the blatant systemic fault, this participant admitted that they 
personally blamed themselves for this patient outcome, which played a large role in their future 
nursing care, as they felt as though they lacked the skills to appropriately care for this type of 
patient.  
The same nearly half of the participants also described that they felt resistance and a lack 
of support from the physicians with whom they work. They felt that their attempts to advocate 
for patient access to services are often met with resistance rather than agreement or support. 
Participants stated they had to justify their triage scale decisions to physicians because 
physicians complained, criticized, and questioned, “Why am I seeing this mental health person?” 
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Participants admitted to regularly triaging patients with a mental health challenges as a lower 
priority in order to avoid scrutiny from the department physicians.  
I’ve felt resistance from the doctors as well, even just doing triage, um, like, “Why am I 
seeing this mental health person?” and “Why am I even seeing this person now?” and 
I’m like, “Well because they have been triaged a 3, when really they should actually be 
triaged a 2 because they actually have a plan.” (Participant 12) 
Participants explained that their lack of confidence and resources for patients coupled 
with ER physicians’ inability to appropriately treat patients with mental health challenges 
resulted in a failure of in this aspect of the health care system. This failure affected patients with 
mental health challenges in the forefront as the system was rendered powerless. 
Education, Training, and Advocacy—We Want to be Heard. Participants 
acknowledged feeling their skills were limited when it came to treating patients with mental 
health challenges. One participant expressed their belief that in addition to their lack of 
confidence, they “don’t get a lot of win from it” (Participant 15). They explained,  
There’s not a lot of good feelings after dealing with [mental health patients]! I think if 
you work in it all the time, and then you kind of, you know, you take your wins and you 
hang onto them tightly. But if you work, or you see people, like just a few, or randomly, 
and then you send them off, it’s like, there’s not a lot of wins. There isn’t that satisfying, 
like *crank* of reducing a dislocated shoulder! (Participant 15) 
All participants admitted that they did not feel they were provided with adequate 
opportunities to learn more about mental health or to increase their skill set pertaining to mental 
health care. Nearly all participants described their workplaces’ learning opportunities as being 
predominantly medically focused rather than mental health focused. This frustrated participants, 
as they described their wishes to be provided with opportunities to enhance their skills when it 
came to treating individuals with mental health challenges. One participant stated, 
I want some tools in my toolbox, so I can feel a little bit more confident in what I can do 
and how I can present things and ask questions. (Participant 8) 
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Participants recognized a significant skill difference between themselves and psychiatric 
nurses in relation to caring for individuals with mental health challenges. One participant 
admitted feeling frustrated with the difficulty they faced while trying to obtain opportunities to 
enhance their learning. Participants openly admitted that they longed for learning opportunities 
to be available or offered to them so that they could better care for their patients. This participant 
described:  
We are not psychiatric nurses; we do not have the special training; we don’t have all the 
extra training, and it would be nice if that was more easily available for nurses to take. 
(Participant 1) 
Participants collectively believed that advocating for individuals with mental health 
challenges was difficult and that they struggled to battle the stigma towards this population. They 
recognized compassion fatigue in their colleagues and ER physicians, and the challenges that 
accompanied working in a broken system made caring for this population difficult. 
I’d like to be heard! We shouldn’t have to advocate so darn hard—MORE hard for our 
psych patients than any of our other patients! (Participant 1) 
In summary, participants did not feel as though advocating for mental health patients was 
always possible. They also felt that they experienced moral distress relating to situations that 
arose amongst their patients, often times when working with physicians in the ER. Participants 
were forthcoming with their wishes to be provided with more learning opportunities to enhance 
their education and their nursing skills when it came to treating this population, and they 
expressed feeling inadequate and unconfident and that they were unable to provide proper care to 
their patients because of their lack of specialized education.  
In conclusion, the connection between the themes and their relations are important to 
outline participant’s primary areas of concern within our current health care system. Participants 
described their regular daily struggles of caring for patients with mental health challenges while 
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working in the ER. These perceptions and experiences explained in the findings of this 
qualitative study could help to enhance the quality of care for individuals presenting to an ER. In 
the next chapter the suggestions, recommendations, and mechanisms in which direct patient care 
could be better informed will be discussed. 
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Chapter Five: Discussion 
A sample of 11 registered nurses shared their perceptions and experiences in treating 
individuals with mental health challenges when they presented to an Emergency Room (ER). 
Four themes emerged from the analysis of the participants’ responses during the interviews: (a) a 
broken health care system, (b) the reality of the emergency room, (c) moral distress, and (d) cry 
for help. Thorne (2016) stated, “Diving beneath the signifiers and into the underlying meaning 
becomes an important part of determining what truly is important and worthy of further 
discussion to bring the knowledge into the applied fields conversation” (p. 217).  
Findings 
The findings of the study revealed the experiences that ER nurses have lived and outlined 
how they have developed their nursing practice and adapted in their roles as front-line providers 
in this setting. With this, the study addressed a significant gap in the literature as noted by the 
researcher while conducting a targeted literature review of the subject. Little research has been 
conducted pertaining directly to front line nurses’ experiences and perceptions that have shaped 
their attitudes and beliefs towards providing care in ER settings to individuals with mental health 
challenges. For this reason, the findings highlight the significance of the research in the sense 
that change is required in order to not only assist and support nurses in their roles, but to also 
enhance direct patient care for the population of individuals with mental health challenges. 
Discussion of the Themes 
This discussion is based on the themes outlined in chapter four and will be divided into 
two sections: (a) facility-based stressors and (b) individual stressors. The first section, facility-
based stressors, will focus on the pitfalls identified by participants regarding direct patient care 
and the desire of the people who work within the system; the second section, individual stressors, 
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will focus on the lack of confidence in clinical skills, education, and competency. The strengths 
and limitations of the study will be examined, and the implications and recommendations for 
future research will be considered. Suggestions in how direct patient care will be better informed 
by the findings of this study will be a focus. 
Theme One: Facility-Based Stressors 
There are many challenges for ER staff in supporting individuals experiencing mental 
distress, including optimizing timely access to appropriate care; responding to acute behavioural 
problems in a busy clinical environment (Oliver et al. 2019). The body of literature included in 
this research study outlined the common reasons individuals with mental health challenges 
present to the ER and the disadvantages that the current system has imposed upon this 
population. The reality of the ER was believed to not be conducive to support individuals with 
mental health challenges. Previous investigations included the perspectives of ER clinicians who 
stated that they could simply not solve mental health concerns by completing a scan or a test 
(Laderman et al., 2018). These clinicians said that mental health needs were not viewed as a 
physical concern and were therefore less of a priority. Participants described numerous incidents 
where they had been frustrated by the lack of resources and support within the current health care 
system as well as an assortment of experiences that shaped these perspectives. 
Pitfalls in Direct Patient Care. This research study was intended to explore ER nurses’ 
experiences and perceptions in treating individuals with mental health challenges. The findings 
of the study revealed that there appeared to be a marked discrepancy in the care of this 
population. Arboleda-Flórez (2003) identified several examples of the most prevalent 
misconceptions about mental illness being that individuals with mental illness were: dangerous 
and violent, have low IQ or are developmentally handicapped, cannot hold a job or have 
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anything to contribute to society, lack will power, are weak and lazy, are difficult to 
communicate with, or are to be blamed for their condition. Based on participants’ responses 
during this investigation, it appeared as though the main pitfalls in the care of this population 
were related directly to a lack of available resources in hospitals and the health care system as a 
whole.  
McArthur and Montgomery (2004) emphasized that the barriers to quality care of persons 
presenting with psychiatric emergencies included staff attitudes and available resources. 
Participants in the study also described these barriers in their experiences in caring for 
individuals with mental health challenges. Participants felt they were unable to provide proper 
nursing care to individuals presenting with mental health challenges due to numerous 
environmental limitations. These limitations included department acuity, staffing shortages, 
discrepancies between urban and rural settings, and the lack of purposeful mental health space 
within the ER. These limitations demonstrated that there were many barriers to providing care in 
this health care setting associated with facility-based concerns.  
All participants described the current health care system as broken. Participants stated 
they felt they had no choice but to play their roles within this part of the broken system with no 
power to influence quality improvement, which in turn made them feel hopeless about the care 
they intended to provide. Participants explained that the process was “painful” for both patients 
and nurses in the ER; this included an initial presentation to hospital, being triaged, having to 
wait to see a physician, and then waiting during and following assessment. Five participants 
worked in urban facilities and the remaining six worked in rural areas. Additionally, there 
appeared to be vast differences between clinical resources available to rural and urban sites.  
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The six participants who worked in rural areas described limitations with staffing. This 
included a shortage or inaccessibility to baseline nursing staff, specialty staff such as 
psychiatrists or mental health nurses, supportive services such as social workers and protective 
services, or security personnel to assist with staff and patient safety. Participants described their 
frustrations with the limitations of working at a rural site, specifically with not having a 
psychiatrist or mental health nurse on staff. These participants also expressed feeling exhausted 
due to continued staffing shortages related to budget limitations and hiring difficulties. 
Supportive community-based services that all participants wished they were able to provide their 
patients with upon their discharge from the facility were either not available or not appropriate 
for their needs. Several participants stated they felt unsafe and unsupported in their current work 
environment due to a lack of appropriate protective personnel, which was also stated to be due to 
funding concerns.  
Participants expressed their concerns with regards to advocating for mental health 
patients and the resistance they experienced from ER physicians. According to participants, it 
appeared there was a known, and unfortunately familiar, vicious cycle that exists between ER 
nurses and ER physicians. This cycle starts when a patient presented to hospital for a mental 
health reason and were then triaged according to their health care needs and their risk associated 
with their presentation. The patient was then moved into the department to be assessed further by 
a physician. However, participants described that the physician typically discharged these 
patients prematurely, without a proper discharge plan in place. This situation outlined how 
nurses felt helpless due to a lack of community-based resources coupled with the inability to 
influence treatment care decisions. Participants felt morally distressed due to the facility-based 
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stressors based on protocols of their site, as well as being witnesses to patients who were failed 
by the system and its components.  
Previous literature focused on staffing shortages, limitations, and numerous challenges 
about the inability for general hospital ERs to effectively manage individuals with mental health 
challenges. Ryan et al. (1997) stated that introducing a PLN to ER settings could be one-way 
patients with mental health challenges could be more efficiently and appropriately managed. The 
PLN would liaise with ER staff and all available psychiatric services to offer optimal treatment. 
This literary source was included in the literature review not only for its direct relation to the 
research, but also to demonstrate that these options have been proposed for over 20 years, yet 
there appeared to have been little implemented in the rural sites, in particular, to date. Nearly all 
participants expressed integrity and empathy in order to advocate for change in how the system 
managed individuals with mental health challenges.  
System Desires. Participants desired having mental health staff around the clock, a more 
appropriate space for interviews and triage, and appropriate services on site for discharge. Staff 
in the ER were seen as gatekeepers to a patient’s compassionate, respectful, and competent 
health care. Yet, participants reported there was a different attitude in the ER towards this 
population, and care should not be different for individuals with mental health challenges. 
Thornicroft et al. (2007) divulged that the general health system reported to be the most despised 
by people with mental illness were the ER departments. The literature lacked studies pertaining 
to the experiences that persons with mental illness had with their presentation to an ER. The 
literature related to these studies confirmed that this caused a number of negative impacts with 
regards to patient’s well-being. These poor outcomes and negative impacts on the patient were a 
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direct representation of where participants believed the current system could be altered in a way 
that was desirable for both clinicians as well as patients.  
Participants expressed their frustrations with the system and felt they were limited in the 
care they were able to provide to their patients. Participants believed they were caught in a 
“catch-22” because they were painfully aware of their inability to provide the patient what they 
needed from a care perspective and recognized that they simply did not know who could provide 
patients with this care. Participants described the physical layout of the ER as being impactful on 
the care they provided and included the lack of private rooms to conduct interviews, which, at 
times, could be very emotional for the patient. In addition, psychiatric beds were often called a 
“cement shoe box of a room” and were seen to be directly related to the patient’s negative 
experience in presenting to the ER. These factors have influenced care providers to feel as 
though they were providing inadequate care based on these conditions that were out of their 
control. 
Participants wished they had a specific and purposeful space for individuals with mental 
health challenges, which would greatly aide in improving the quality of direct patient care. 
Participants described their vision of an ideal environment as having a space within the ER for 
patients presenting with mental health concerns. Participants proposed that individuals with 
mental health challenges could be managed and treated according to their needs, rather than 
having no choice but to be treated less then optimally within a department that lacks resources 
for them. These purposeful spaces would allow nurses to have more privacy with their patients, 
provide them a space to feel safe in, and would be more conducive to a therapeutic and nurturing 
environment. Participants described their wishes to have a specialized nursing role, such as a 
PLN, staffed in their departments for a number of reasons. The primary desire would be so 
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patients could be given the care they deserved by the most appropriate care giver, as participants 
had described they typically did not like working with this population for a variety of reasons.  
The availability of beds and the wait times that patients experienced were identified 
among participants as significant limitations when treating this population. Participants admitted 
feeling very emotional and even “heart breaking” to see patients experience these frustrating 
components of the current health care system. The most problematic concerns experienced by 
participants were the time constraints, bed availability, wait times in the department, and safety. 
With this, one can assume that there were similarities in the same negative experiences that 
individuals with mental health challenges have experienced as well. Clinical outcomes may be 
directly affected by these barriers within the system. The desires that participants had in the 
current system pertained directly to mechanisms by which direct patient care could be enhanced 
and more informed.  
The literature discussed the lack of capacity within the ERs to support individuals with a 
range of behavioural health needs, which led to poor outcomes and experiences of care for 
individuals and their families. Laderman et al. (2018) emphasized that this also overburdened 
emergency department staff, which then, in turn, negatively impacted patient flow through the 
department and raised costs for the health care system. Participants communally expressed their 
beliefs that the current health care system was not conducive to adequate mental health care for 
their patients and that they were ashamed to bring their patients back into the assessment areas of 
the department. The level of care described by one participant was “the lowest common 
denominator” in health care and that with the current environment of the ER, participants 
described feelings of inadequacy in treating their patients. Participants described feeling the 
system would not be able to provide for their patients, and they took what they could into their 
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own personal control to do what was required to care for their patients. This discussion displayed 
the participants’ innate skills in combining the system restrictions and limitations with their own 
particular empathetic and caring attributes. Participants discussed feeling personally defeated in 
the face of system failure.  
Theme Two: Individual Stressors 
Facility-based stressors were prevalent in the ER and focused on the predominant 
systemic issues demonstrated by the current health care system. Participants felt that concerns 
regarding facility-based stressors “trickled down” and landed on their shoulders to be managed 
by front line care providers in the ER. These ongoing issues in the current system likely caused 
participants to feel an increased sense of responsibility and pressure to properly address the care 
needs of their patients without the resources or support to do so. The individual stressors that 
resulted from this trickle-down effect were noted by participants to be a real concern. These 
stressors included lack of confidence in clinical skill and concerns about education and 
competency. 
Lack of Confidence in Clinical Skill. Oliver (2019) reported that among the many 
challenges for ER staff in supporting individuals experiencing mental distress, another challenge 
is ensuring staff have the knowledge, skills, confidence, and resources to work effectively. The 
literature revealed that nurses admitted to a lack of knowledge and also fear towards persons 
with mental illnesses (Brinn, 2000; Van Kluit & Grossens, 2011). Nurses who cared for patients 
with mental illnesses described feeling a lack of clinical expertise and confidence (Clarke et al., 
2006). The experiences of participants in this research study aligned with the findings in the 
literature, as they described feeling that they lacked the clinical skill or confidence in their own 
skills that were necessary to care for individuals with mental health challenges. McArthur and 
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Montgomery (2004) also emphasized that a barrier to quality emergency care for persons with 
mental health challenges included appropriateness of interventions and skills.  
The literature also revealed the belief that health care practitioners have said that they had 
“better” and “more constructive” things to do, such as looking after someone who is “really sick” 
“more deserving,” or who has not “brought it on themselves” (Bailey, 1994; Happell, 2005; 
Lethoba et al., 2006; Mavundla, 2000; Picard, 2008; SSCAST, 2006; Thornicroft, 2007). Of the 
participants involved in this research study, very few admitted to feeling these particular ways 
towards this population, but rather focused on their own feelings of inadequacy in treating 
individuals with mental health challenges. Participants demonstrated empathy in how they 
explained that they recognized, understood, and often related to their patients’ struggles with 
mental illness or mental health crises. The belief that their patients were less deserving, not really 
sick, or had brought it on themselves was not revealed during participant interviews. Participants 
were able to recognize the break in the system that caused significant barriers to care for patients. 
This included a lack of clinical skill or lack of confidence and appropriate delivery of health care 
services. Participants acknowledged feeling as though their skills were limited when it came to 
treating patients with mental health challenges, and they described this as being a situation that 
one cannot win.  
Fitzpatrick (2012) explained that negative attitudes resulted in altered perceptions and, in 
turn, possibly poor experiences for both health care providers and individuals with mental 
illness. Of the participants who were interviewed in this research study, very few expressed, 
discussed, or admitted to any feelings of negativity toward this population. Rather, they focused 
on the experiences they had where they felt personally defeated in the face of system failure. 
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This system failure also coincided with participants’ individual stressors in their lack of clinical 
skill or a lack of confidence in their skills in general towards this population.  
The literature revealed that ER nurses had been found to be “among the most hostile” 
health care providers and were often reported to be “disrespectful and demeaning” towards 
individuals with mental illness (Stuart et al., 2012, pp. 60–61). Yet, participants described feeling 
that their skills were insufficient in regard to the care they provided to their patients with mental 
health challenges. Some participants described how they avoided patients due to their own lack 
of confidence in their mental health skills and knowledge. The literature described patients being 
perceived as “bad,” which resulted in nurses’ communications with them being “disparaging” 
and “unempathetic” (Corrigan et al., 2011, pp. 60–61). Throughout the interview process, no 
participants demonstrated any hostility, disrespect, or demeaning attitudes towards individuals 
with mental illness. All participants demonstrated an honourable amount of respect, empathy, 
and compassion. Yet, participants felt a sense of shame in regard to feeling as though they lacked 
the clinical skills and knowledge to confidently work with this patient population.  
Education and Competency. A position statement by the Canadian Federation of 
Mental Health Nurses (CFMHN, 2016) asserts that there is a lack of education and clinical 
training when it comes to mental illness within undergraduate nursing programs. Nurses were 
required to complete a continuing competency plan yearly, which was a requirement to have 
their practicing license renewed annually. Participants had described they did not feel they were 
provided with any opportunities to enhance their training in mental health in their workplace. 
Participants discussed their desires to be provided with a holistic approach to education, where 
the same learning and training opportunities based on physical conditions also prioritized mental 
health. It was discussed that of the typical opportunities offered and available to ER nurses, very 
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rarely were they specific to mental health. Participants described a plethora of information 
sessions where topics are focused on blood pressure medications, diabetes, reading lab values, 
and wound care, but were unable to identify the last session that was related to a mental health 
topic. Participants acknowledged that it would be nice if sessions on mental health were more 
easily available for them. They expressed their wishes for continuing competency requirements, 
conferences, “lunch and learn” presentations, and other learning opportunities offered or 
available for them to access, and numerous participants admitted that they would actively seek 
out these opportunities.  
With regards to participants and their roles within the ER, participants not only 
recognized, but also appreciated the difference in skills between themselves and the mental 
health pods of their department. Sites lucky enough to have a designated mental health area in 
the ER were praised by participants who knew that their patients were in good hands when 
transferred over to the specialty. However, for sites that did not have a mental health side, social 
worker, psychiatrist, or even on-site physician at all hours, the discrepancy in care for patients 
with mental health was felt among participants. Some participants described feelings of jealousy 
when a colleague was assigned to a mental health pod of their department, as they were envious 
of the experience they would be getting while working closer with this population. When 
participants were not assigned to the mental health pod for instance, however, they also admitted 
to feeling relieved. There appeared to be a fine line between feeling envious for being provided 
the learning opportunity for exposure to an unfamiliar population, but also relief when they were 
not expected to care for the unfamiliar as well.  
In their interviews, participants begged for help. It was clear to the researcher that the 
nurses in the ER were not given adequate training opportunities, nor were they encouraged to 
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enhance their own clinical skill with regards to individuals with mental health challenges. 
Statistically, mental illness directly affects 20% of, or one in five, Canadians (CAMH, 2021)), 
where 17%, or one in six Canadians, had a mental health care requirement (Statistics Canada, 
2013, “Perceived need,” para. 1). The burden of mental disorders continues to grow, which 
causes significant impacts of health and major social, human rights, and economic consequences 
(WHO, 2019). In 2016, Sheehan and Miller reported that by the year 2020, mental disorders will 
surpass all physical disease as a major cause of disability.  
The research project was conducted over 2019 to the current year of 2020, and although 
statistics to confirm this are unavailable, it is not unknown to society that the health care system 
needs to change. With these increasing numbers, it is clear that the growing need for change is 
imperative to meet the requirements of mental health care in the current health care system. This 
research has outlined the perceptions and experiences that front-line ER nurses had towards the 
current health care system as well as individuals with mental health challenges. Participants were 
begging to be heard. Their cries for help about what they believed would increase their 
confidence, clinical skills, and more appropriate care would inform direct patient care on a 
systemic level for individuals with mental health challenges.  
Strengths and Limitations 
The strengths of interpretive description lay in the ability for the researcher to generate 
forms of understanding of complex experimental clinical phenomena, where this was described 
as understanding what would be optimally relevant and useful to the practice and other 
professional disciplines concerned with questions “from the field” (Thorne, 2016, p. 30). The 
data obtained from the participants in their treatment of individuals with mental health 
challenges when they present to ER enhance the current understanding of the experiences they 
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had had and perceptions they had developed. These perceptions raise the awareness of the need 
to make changes to the current system.  
The strengths identified in the research were the vast range of experiences, both in years 
and in settings. Firstly, of the 11 participants interviewed, six participants worked in rural 
hospitals and the remaining five worked in trauma-centre hospitals in urban areas. This was a 
nearly equal pool of experience from both urban and rural facilities and sites, providing robust 
data that spoke to both sides of the health care system and its designated sites for both settings. 
The years of experience ranged from 10 to 42 years, with a mean of 20.7 years of clinical 
experience. The inclusion criteria required that participants had at least one year of experience 
working directly in the ER, where this range in years was between three and 28 years, with a 
mean of 15.7 years working directly in ER. This pool of participant experience is considered a 
strength for this research, revealing the robust ranges of data for this topic. Secondly, the 
researcher did not know any of the participants, nor did the researcher work among or within any 
of the same facilities. This increased credibility among participants, as there was no influence of 
comfortability or familiarity.  
The limitations are outlined by the restriction in only interviewing Alberta nurses, as the 
letter of invitation and subsequent access to participant contact information was provided by 
CARNA and, therefore, was limited to rural and urban sites in Alberta and only Alberta nurses 
who agreed to participate in the study. Obtaining data from other provinces in Canada would be 
beneficial for enhancing education and knowledge about the concerns voiced in this research 
project while still maintaining integrity with respect to other provincial health care systems in 
Alberta’s neighbouring provinces. Other limitations of the research study were the time limit of 
an hour for discussion, the limitation of the 21 questions that the researcher prepared for the 
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interviews, and the limitation of interviews being conducted on the phone rather than face to 
face. These limitations may have altered the data collected should the participant have been 
provided additional time, less structured (although already open ended) questioning, and genuine 
human interaction.  
Implications of the Research 
Thorne (2016) explained that in keeping with the scientific tradition in which it was 
embedded, one of which, the thirst for knowledge, is understood to be infinite. All research ends 
with a consideration of what the next logical steps might be if knowledge is to be advanced in 
this field even further, and explicitly, what is it that the new study has contributed that may 
inform future inquiries (p. 228). The literature exposed the need for the additional understanding 
of the perspective and experiences of ER nurses in providing care to individuals with mental 
health challenges and the ways in which this could inform direct patient care.  
The role of the PLN, although not widely focused on in this research, demonstrates a 
need for future research in the sense that the participants all either praised the mental health team 
they work among, or expressed their wishes to have a mental health team in their staffing pool. 
Of the participants interviewed, only five of them explained that the did have either a mental 
health pod with a team of mental health nurses, or a PLN role within their facility. These five 
participants were the participants that worked in urban settings rather than the rural facilities, and 
the remaining six participants that worked in rural facilities were quite forthcoming with how 
they barely had a physician on call, never mind a psychiatrist, mental health team, or PLN on 
their shift. All of the participants said that the role is or would be highly effective and beneficial. 
The need for this role appeared to be obvious within the findings of the research, where all 
participants were able to explain their positive experiences in working with a mental health team, 
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the benefits of having a specialized team for what was defined as a specialized population, and 
the reduced strain that having a mental health team can have on the ER department.   
 It was discussed in the literature review that there were limited qualitative studies on the 
perceptions and experiences of nurses in caring for this population, where there was a dominance 
of negative perceptions and treatment practices revealed in the known literature. This research 
study intended to add knowledge to what aspects of the ER create openings or barriers to positive 
experiences in treating individuals with mental health challenges, and I also aimed to increase 
the understanding of how to best promote teaching for nurses to enhance their own confidence 
and skills when treating this population. With this, the implications of the research are to follow.  
The findings, along with the implications for nursing education, have the potential to 
contribute to the direct patient care that can be informed by the research. The research sought to 
answer the question: “What are the perceptions and experiences of ER nurses providing services 
to individuals with mental health challenges that could inform direct patient care?” The answer 
lies within the ability for the health care system to adopt a system that is more inclusive of 
mental illness and the needs of this population into the current system. The feasible options that 
can be implemented into practice are recommended as: (a) develop a clearer patient pathway to 
community-based resources and supports, (b) increase focus on continuing education on mental 
health for front line nursing staff, and (c) increase focus on mental health in RN degree 
programming and nursing placements. With these options for future practice implementations, it 
is also suggested that future research focus on how mental health teams and non-mental 
health/medical personnel work together in ER. This future research could demonstrate how the 
two specialty teams work cohesively in order to distribute workload, appropriately triage 
presentations, and deliver the most appropriate care. 
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While the researcher acknowledges that only so much can be done in areas that currently 
do not have a purposefully built space for mental health patients due to budget or space 
restraints, it is recommended that this alteration be made in any future planning of sites. 
Enhanced community-based services are required to provide additional supportive options for 
patients to access and utilize outside of hospital, either after discharge or to avoid an ER 
presentation. This would allow both nurses and their patients to feel at ease with regards to the 
follow up nurses are able to provide and the support patients are able to utilize. The purposeful 
spaces for mental health in ER facilities discussed in this report would provide a safe and 
respectful environment for individuals with mental health challenges, demonstrating equality 
among prioritization in the department. This would not only create a more supportive atmosphere 
for them, but would also allow the treating nurses to feel as though they are able to nurture their 
patient rather than place them into a less-than-desirable environment when what they need is 
comfort and safety.  
The current system would not create barriers to care, but rather promote opportunities to 
enhance the patient’s prognosis with the assistance of appropriate treatment and available 
supports. Although it was discussed that current measures in place are somewhat improved from 
what they were years ago, the system has the ability to continue to make beneficial changes and 
will, expectantly one day, see adequate, appropriate, patient-centred, and compassionate mental 
health care able to be provided to individuals with mental health challenges. This would allow 
for nurses to feel more empowered in caring for their patients, where an increase in their 
confidence as well as their clinical skill would manifest from this system adaptation. Direct 
patient care is informed by what we know works and what does not work in a system. In the 
current health care system, the study has demonstrated the latter—and with emphasis. As stated 
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in the discussion, nurses are begging for help. The participants indicated that they chose to 
participate in the study so that their experiences could be heard by the greater nursing 
community. The recommendations put forward by the findings and implications of this research 
would provide this sought-after help that nurses are begging for, which will provide great benefit 
and support to the system’s ER nurses, as well as inform direct patient care for how to best move 
forward and provide a healthier, restored, and all-encompassing patient-centred care model.  
                                                                     Conclusion 
“Applied qualitative research, by its very nature, is meant to be relevant to a particular 
audience” (Thorne, 2016, p. 241). The participants interviewed were all registered nurses who 
worked in ER settings in both rural and urban facilities, therefore interacting with and treating, as 
well as experiencing and perceiving, individuals with mental health challenges that presented to 
their department. The participants shared their experiences in working with individuals with 
mental health challenges as well as their perceptions of this population. These discussions sought 
to answer the research question: What are the perceptions and experiences of emergency 
department (ED) nurses providing services to individuals with mental health challenges that 
could inform direct patient care in the future? Four major themes were developed from the 
analysis of the data: (a) broken health care system, (b) the reality of the ED, (c) emotional 
exhaustion and duress, and (d) cry for help. These four major themes reflect the 11 participants’ 
experiences and perceptions in treating individuals with mental health challenges. As stated 
above in the review of the literature, Polit and Beck (2012) reported that the aim of Parse’s 
research method is to undercover the meaning of universal health experiences by studying the 
description of people’s experiences (p. 497). The meaning of health experiences was 
undoubtedly uncovered by the researcher’s study of the participants descriptions of their 
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experiences, which ties together the use of Rosemary Parse’s research aims with the researcher’s 
goals.  
The findings of the research invites discussion with regards to future direction towards 
patient care, as well as recommendations and suggestions for ways to best support both the ER 
nurses and the individuals with mental health challenges presenting to the ED. I suggest two 
possible questions for future research: (a) What specific actions could ED’s take to improve 
services for mental health patients specifically?, and (b) Would these actions taken impact the 
attitudes ER nurses have towards our current health care system and the clients that present to 
hospital, and how? The findings of this potential future research could by enhanced if 
participants are ER doctors, Directors of Nursing, and leadership and policy makers.  
The researcher heard the desperation in participants’ voices during interviews when they 
described their unwavering compassion towards their patients, and their emotion was felt as well. 
Although no participants required supportive services following any interviews, let it be known 
that several participants became quite agitated, used profanities, had to take a few breaths to 
collect their thoughts when emotional responses became heightened, and even cried during 
interviews. These are not responses that can be ignored, unheard, or unfelt, and the researcher is 
willing to give voice to the brave and courageous participants who agreed to participate in this 
research study.  
The researcher speaks for her participants when she emphasizes that our ER nurses are 
pleading for help, are begging to be heard, and are patiently waiting within their roles as ER 
nurses for the health care system to make the changes necessary in order to enhance and inform 
direct patient care for the purpose of caring for individuals with mental health challenges.  
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Appendix A: Letter of Intent 
Cries for Help: Emergency Room Nurses' Perceptions and Experiences Treating 
Individuals with Mental Health Challenges 
Letter of Intent 
College and Association of Registered Nurses of Alberta 
11620-168 St NW 
Edmonton, AB, T5M 4A6 
780-451-0043 
 
October 19, 2018 
 
To whom it may Concern,  
My name is Laura Upham, and I am writing to inquire about potentially conducting 
research among Emergency Department (ED) nurses in the province of Alberta. I am a 
Registered Psychiatric Nurse with a Bachelor of Science in Psychiatric Nursing and currently a 
graduate student obtaining a Master of Psychiatric Nursing. I am wondering about the procedure 
required in order to propose a letter of invitation to be distributed to participate in my research 
study within your institution of governed body nurses. 
My research focuses on exploring ER nurses’ experiences and perceptions towards and in 
treating individuals with mental health challenges and how those could inform direct patient 
care. I will be conducting open ended interviews with voluntary participants, where ethical 
approval will be obtained, and confidentiality maintained. Consent for voluntary participation 
will be signed and a copy provided to participants outlining the voluntary nature of the research 
and their ability to withdraw at any time. No names or identifiable markers will be used in the 
data analysis, and any field notes or recordings will be disposed of or destroyed in a manner 
agreed upon by my thesis advisor/committee. Participants will be made aware of this manner 
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prior to engagement. The interviews will be approximately 30 minutes and will be conducted at a 
time scheduled by the participant themselves in order to adhere to their shift rotation and timing 
preferences. Inclusion criteria will require that the participants have at least one year of 
experience working among ER settings and are a Registered Nurse in good standing within 
CARNA.  
The research significance and aim is to explore ER nurses’ experiences with, and their 
perceptions in treating individuals with mental health challenges. I hope to gain an understanding 
of the ways in which these experiences and perceptions can inform direct patient care. A full 
literature review is available at your request for further research details. 
Please contact me either by email or phone at [email address] or [phone #] at your earliest 
convenience to discuss. I look forward to hearing from you, and hope I am provided an 









Appendix B: Letter of Invitation 
Cries for Help: Emergency Room Nurses' Perceptions and Experiences Treating 
Individuals with Mental Health Challenges 
Letter of Invitation 
Dear Registered Nurse,  
Little is known about Emergency Room (ER) nurses’ own perceptions and experiences in 
caring for individuals with mental health challenges. Current literature suggests that providing 
care to individuals with mental health challenges can be challenging and complex. Nurses are a 
patient’s initial point of contact upon presentation to hospital, giving Emergency Room nurses 
the earliest opportunity to provide their care, and with research and investigation into their 
experiences and perceptions, we have the ability to challenge this. 
 
As you have declared your interest in participating in a research project with CARNA, 
you are being invited to participate in a study to explore the perceptions and experiences of ER 
nurses’ in providing services to individuals with mental health challenges, and how it could 
directly inform patient care. 
 
I am a graduate student through the Faculty of Health Studies at Brandon University, and 
my research supervisor is Jane Karpa. The information gathered in this study will be published in 
my thesis, in partial fulfillment of completion of my master’s degree. This information will be 
used to benefit future emergency nurses’ health care of individuals with mental health 
challenges.  
 
If you agree to participate, you will be involved in an individual interview with myself, 
the researcher, where you will be asked to speak about your experiences and perceptions in 
treating individuals with mental health challenges in the ER. This interview can take place on the 
phone (cell phone or landline) or by Skype at a time and date of your convenience. Our 
conversation will be approximately 30 minutes and will be audio recorded for accuracy. Your 
participation will be kept confidential, and your confidentiality will be maintained throughout the 
entire data gathering and analysis process. Data from all participates will be confidentially 
discarded once the project is complete and your name or any other identifying information will 
not be published or shared. If you are interested in the findings following the study, I would be 
honored to provide you with my finished thesis project once it is completed and approved for 
public dissemination.  
 
Participation is voluntary, and you may refuse to answer any questions or withdraw from 
the study at any time and without penalty. Should you have any questions about participating in 
this study, please feel free to contact myself or my research supervisor at the contact information 
listed below. If you would like to participate in the study and would like to arrange for an 




This study has received ethics clearance through Brandon University Research Ethics 
Board (BUREC) with REB: # 22532; Date of Approval: 25/09/2019. If you have any comments 
or concerns about the ethical issues in the research, you are invited to contact the Administrative 
Officer to the Vice-President (Academic & Provost) and Research Ethics Officer at BUREC 







Researcher Laura Upham: [phone #], [email address] 





Appendix C: Consent Form 
Cries for Help: Emergency Room Nurses' Perceptions and Experiences Treating 




Project Title:  
Perceptions and Experiences That Could Inform Direct Patient Care in Individuals with Mental 
Health Challenges 
 
Principle Investigator:  
Laura M. Upham     
Faculty of Health Studies, Brandon University 
Master of Psychiatric Nursing Degree Program, [phone #], [email address] 
 
Research Advisor:  
Jane Karpa 
Faculty of Health Studies, Brandon University 
Associate Professor, Program Coordinator, [phone #], [email address] 
 
Participation in this study is entirely voluntary. If you decide to take part in the research, 
you can decline to answer any questions or decline to participate in any component of the 
research. You can also decide to withdraw from the study at any time without giving a reason, or 
to request the withdrawal of your contributions to the data. You may do so without any penalty. 




Your contact information will be kept separate from the interview data (audio recordings 
and field notes) which will be coded and then grouped with responses from other participants in 
an aggregate set of data. During the course of this research, the researcher will only retain your 
name and contact information for the purpose of contacting you. Your name and contact 
information will not be linked to the aggregate data set in the analysis of the collected data and 
research findings. 
 
Due to the nature of this research, the researcher plans on collecting the audio recordings 
(via hand-help voice recorder) of the participant in order to accurately analyze the data after the 
interview has been conducted and completed. I will be the only person collecting, listening to, 
and further analyzing the data, and only my research adviser and myself will have access to the 





Due to the nature of this research, the researcher request that direct quotations be 
included in the research findings. The purpose of including this is to accurately portray the 
participant’s experiences or perceptions of the population. As stated above, no names or contact 
information will be linked to direct quotations, and same will be claimed as “participant 1, 
participant 4” etc. 
 
During the course of the research and until the researcher has fulfilled the requirements 
for completion of and graduation from the Master of Psychiatric Nursing Degree program, the 
data and confidential materials will be securely stored in a confidential and secure manner. 
 
Commercial Interests & Other Conflicts of Interest 
 
The research has no commercial interests and has no conflicts of interest. 
 
Publication of Results 
 
Results of the study will be published in Brandon University’s library database for future 
students use. You will be able to access the results of the study once the project has been 
completed by contacting the researcher directly at [email address], or you can select an option for 
your contact information to be put on a list for notice of published results. Dissemination plans 
for research include but are not limited to peer reviewed publications, and presentations at local, 




This study has received ethics clearance through Brandon University Research Ethics 
Board (BUREC) with REB: # 22532; Date of Approval: 25/09/2019. If you have any comments 
or concerns about the ethical issues in the research, you are invited to contact the Administrative 
Officer to the Vice-President (Academic & Provost) and Research Ethics Officer at BUREC 






I agree to participate in the research that has been described to me. I have made this 
decision based on the information I was provided with by the researcher herself. I have had the 
opportunity to get more information about the research from the researcher, and I understand that 
I may ask for more information at any time. I understand that the audio recordings that are 
collected during the interview will not be utilized in the research findings and are only for 
analyzation purposes, and that my name and contact information will not be linked to direct 
quotations I make throughout the interview. 
 
I understand that my participation is entirely voluntary, and that I may withdraw this 
consent at any time by contacting any of the people listed on this form. By consenting to this 
research, I have no waived any legal recourse in the event of research-related harm. 
 
I understand that I will sign two copies of this agreement, where one is to be retained by 
myself, the consenting participant, and the other to be filed securely with the researcher. 
 















Appendix D: Ethics Certificate 
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Appendix E: Guiding Questions for Data Collection 
Cries for Help: Emergency Room Nurses' Perceptions and Experiences Treating 
Individuals with Mental Health Challenges 
Guiding Questions for Data Collection 
 
1). How long have you been a Registered Nurse? 
2). How long have you worked in the Emergency Room department? 
3). Where else have you worked? If not always in Emergency Departments, please specify 
department(s). 
4). What made you choose to currently work in the Emergency Room department?  
5). What is a typical number of staff on each shift, including Registered Nurses (RN’s), Licensed 
Practical Nurses (LPN’s) and Health Care Aides (HCA’s)? 
6). How often are you treating individuals with mental health challenges? 
7). What factors can have an impact on your nursing care abilities? 
8). Describe your most positive experiences in treating an individual with mental health 
challenges. 
9). Describe one of your most negative experiences in treating an individual with mental health 
challenges. 
10). What made these experiences positive and negative for you? 
11). Did you find your nursing care was altered (both positively and/or negatively) following 
these experiences?  
12). At the end of the day, what do you find challenging or rewarding in treating individuals with 
mental health challenges? 
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13). How would you like your nursing care to change, if at all? 
14). How do you engage with a person living with a mental health challenge who comes into the 
ER seeking help?  
15). What are your beliefs about persons living with mental health issues?  
16). Do you feel you have enough education or clinical experience to care for people with mental 
health conditions? 
17). What do you consider best care practices in treating individuals with mental health 
challenges?  
18). Are there other perceptions or experiences with caring for individuals with mental health 
challenges that you would like to tell me about that I haven’t already asked? 
19). What has been your experience with treating individuals with chronic and persistent mental 
health concerns? 
20). What are the differences in treating individuals with these chronic and persistent mental 
health concerns in comparison to first break presentations, if any? 
21). How does the role of the PEN/PLN benefit in the ER? If no role in participants workplace, 
do you think the role would benefit your ER? How? Why? 
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Appendix F: Mental Health Scenarios 
Cries for Help: Emergency Room Nurses' Perceptions and Experiences Treating 
Individuals with Mental Health Challenges 
Mental Health Scenarios 
 (Mental Health Scenarios will be printed on Brandon University letterhead)  
Scenario 1 
A 21-year-old woman brought herself to the emergency department, requesting to see a 
psychiatrist for “help.” On initial presentation the patient was pleasant and cooperative, but she 
quickly became argumentative, demanding, and started screaming and swearing at the triage 
desk. The patient refused to answer triage questions and responded to questions by shouting 
obscenities. She is pacing at the doors of the department. Vital signs: RR, 17; HR, 100; BP, 
119/76; T, 36.5°C (oral); O2 sat, 98%. 
 
Scenario 2 
A 32-year-old woman is brought in to the emergency department by her father after 
physically (ie, trying to hit) and verbally attacking her family. The patient’s father states that his 
daughter has previously been admitted to psychiatry for “aggressive behavior.” He reports that 
his daughter was prescribed medication, but he suspects she is not taking it. He states that the 
patient’s violent outburst was “out of the blue.” The patient is refusing to answer questions but 
has displayed neither violent nor aggressive behavior at triage. Her father will stay with her until 
she is assessed. Vital signs: RR, 19; HR, 78; BP, 123/70; T, 37°C (oral); O2 sat, 98%. 
 
Scenario 3 
A 41-year-old woman brought herself to the emergency department. The patient reports 
feeling like she is having a “nervous breakdown.” She reports that she witnesses daily acts of 
violence and is routinely threatened with abusive behavior in her apartment block. She states the 
stress is causing her to feel very frightened and unsafe. The patient reports feeling increasingly 
“stressed out.” She presents as tearful, pacing back and forth, and is noted to be wringing her 
hands. The patient denies a history of mental health issues. She lives alone and has no social 
support. Vital signs: RR, 16; HR, 87; BP, 131/78; T, 36.3°C (oral); O2 sat, 96%. 
 
Scenario 4 
A 30-year-old man was brought to the emergency department in handcuffs by police. The 
patient was picked up at his home after he assaulted a family member. The patient’s brother 
reports that the patient was muttering to himself throughout the night. His brother states that the 
patient began swearing and making threatening gestures toward family and friends. His family 
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contacted police after the patient refused to respond to requests from his family to leave. The 
brother states that before the police arrived the patient began to bang his head on the wall and 
ultimately put his head through a window but did not cut himself. He continues to be agitated in 




A 42-year-old man is brought to the emergency department by a female family member 
who reports that in the past 2 weeks the patient has been “moody” and seems depressed. He 
reports sleep disruption for 1 week. The family member reports that the patient has been 
“gambling again.” The patient has had previous hospitalizations for depression. He is currently 
employed full time but has not gone to work for several days and is at risk of losing his job. He 
denies alcohol or drug use and denies thoughts of suicide. He has no known allergies. Vital 
signs: RR, 16; HR, 80; BP, 130/78; T, 36°C (oral); O2 sat, 96%. 
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TCPS 2: CORE Certificate 
 
 
